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renal calculus and gallstones removal 

THROUGH RIGHT LOiaBAR EVaSIQN; DJBTETIC 
TREATMENT OF RENAL CALCULI 

History — ^Tie patient, a mamed woman of seventy six 
years, was a&mitled lo iLe \tospiUA Scpleniber It), IW , I>ecause 
of an attack of pam m the nght side of the back &Qd flanks 
Het father died at eightY-®®® apoplexy, the fanuly history 
IS otherwise negative She had measles when a child Has 
always been healthy Menstruation began at sixteen She had 
the menopause at hfty two, with so cozsphcations She has 
been mamed &fty years She has had eight children, siz of 
whom are livmg She bad no miscamages 

Her appetite is good and she sleeps fairly well Bowels are 
constipated She dnnks three cups of coffee a day 

Twenty three years ago she began to have attacks of pam m 
the tight lumbar tegion In the past year she has had several 
attacks These attacks begm suddenly, most frequently at 
ni^t, with agonizing pain in the tight lower abdomen, radiating 
to the hip and right leg She has to have morphin several tunes 
in a day to relieve the pam dming the attacks She has never 
noticed blood in the urme Smee the last attack m July she has 
not been free from pam, which has the character of a constant 
dull ache She does not vomit during the attacks Six years 
ago she had an attack of pain tn the left side A doctor took an 
x-iay and told her that she had a stone m the left kidney The 
kit side has gi\ en her no trouble lately 

At AT , September 10, 1917, she was taken to the e-gamm^ng 

room and esamined by an mtem Just after the physical ex. 
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amination she had an attack of se\erepam in the n^t side of the 
abdomen at a pomt just befow tie rib margin in the arillaiy line. 

Phjsical Eianunabon. — ^Tbe patient is 3 ireU-deveioped, 
moderately obese, elderlj woman, with good color and de? r 
skin- AH the upper teeth arc nussmg, and the few lower teeth 
that are left are m good condition Xeck, chest, heart, and lungs 
are negatn e 'There is moderate tenderness without spasm on 
deep palpation o\er both flacks m the kidney regions The 
utenis IS moderately prolapsed There is a marked Qstocele and 
a moderate rectocele There are three external hemorrhoids 

COMMENTS 

Da. OCHSVER (September 13, 1917) Wehaiean* ray picture 
here which shows a shadow about 2 an. m its greatest diameter 
and if cm in its lesser diameter You notice that it is located 
just beneath the margin of the last rib on the ngbt side, showing 
that if It represents a renal calculus, said calculus must ^ located 
m the upper end of the pelw of the kidoe> It is somewhat ir 
regular m shape k ou would conseguentI> conclude that with a 
stone of this size and with this form we would probably find a 
stone with the surface compesed of pbo<phatjc salts, no matter 
what the center of the stone might be The character of the 
pain 15 exactly in keeping with the history It js a dull pam, 
which is not ^e pam of a stone that is loose m the pelns The 
fact that there has ne\er been blood m the unne would also 
confirm this It is the small stone that gi% es nsc to the severe 
pam, cspeaallj when the paOent is shaken up from ndmg m a 

, J - - 'TK.n •, 

■ _ . • This 

The history of a stone m the left kidney with se\ ere pam would 


the ureter That is undoubtedi} what nappeneu lu lue st^ue 

that was recogiradbj ntaaiisof Ihcxraj ago u lin 


case. 
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The stone m the right kidney at this tune must be irregular 
m shape and held m one of the calices of the kidney and kept 
there disUnctly by its form, so that it can never get into the 
ureter Consequently, the ureter cannot be dilated to the ex- 
tent of permitting it to pass 

If one operated for the removal of every stone that one is able 
to demonstrate one would have to operate at least ten times in 
order to rebeve the one that requires the operation Nine out 
of every ten will recover spontaneously and, consequently, if one 
IS m. the habit of operatmg unmediately on making a diagnosis, 
one would operate nine tunes unnecessarily for every once that 
you would operate where it was proper to operate We have 
hundreds of these cases who have had renal cohe — I have not 
looked up the exact number 

The plan that we follow is to give the patient 2 ounces of 
glycerin every mght for two or three nights m 1 pint of sour 
lemonade and then give \ pmt of distilled water every hour 
In a large majority of these cases the stone will slip out within a 
week or so The amount of glycerin that is given is not suffiaent 
to cause poisoning Then after the stones have passed out, we 
give the patient a diet and at least \ gallon of distilled water 
every day for the rest of his life so that he will not re-form stones 
Hamson Quibbs demonstrated the fact that the urme must be of 
a certam concentration in order that stones may be formed Now 
by giving the patient ^ gallon of distilled water every day for the 
rest of his life the urine will not acquire the concentration that 
IS necessary for the formation of stones If a patient who has 
suffered from renal colics for years can be reheved permanently 
by simply foUowmg this simple method why should we operate^ 
I have under my care at the present moment for another 
condition a patient who for the last twenty years has had renal 
cohe every three or four months This patient w ho is a physiaan 
had passed calculi for several years It would take about three 
to SIX months to form a calculus, then it w ould loosen he would 
have renal colic, and the calculus would pass Twenty eight 
years ago I kept him asleep an entire day oC and on with chloro- 
form in order to permit this calculus to pass He has used dis 
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tiUed water ever since and has had no recurrence Before that 
for years he passed ooe two or three calculi a year In many 
cases I have observed a shorter period of time Another patient 
who is a friend and not a patient at the present time I have 
observed for twenty sut years Some of them I have had under 
observation for twenty years I have one of these cases under 
observation who came m with renal cohc sixteen years ago 
We put him upon the treatment I have just described He passed 
his calculus and was free from further trouble for eight years 
dunking distilled water all the tune Eight years ago he built a 
new house and was too busy to dnnk the distilled water He 
drank the well water that he drank before he had the first colic 
and before the summer was over he was brought m agam from 
Wisconsin with renal cohc I put him on the same treatment and 
he passed a calculus 2 cm m length and about 7 mm m diameter 
He went back on his distilled water treatment He has been 
free all these years from the presence of calcuh I bad another 
patient who had exactly the same condition and who was free 
fiotD calculi for a number of years by dnnking distilled water 
Then he went back to the old waters and had recurrence of the 
renal colic 

This patient is seventy six years of age We will expose her 
to just as short an anesthesia as possible by workmg rapidly 
I make an obhque lumbar inasion (Fig 154 1) and brmg the 
kidney mto view We have said before that we have also 
made a diagnosis of gall stones in this case and that at her age 
the gall stones are very likely to be filled with lime and that 
consequently the x ray gives the shadow of a large gall stone 
instead of the shadow of a renal stone I made a diagnosis of 
cholelithiasis There is the kidney exposed here Now if there 
is a stone in here it will be in the upper pole 

It is not possible to det ennine the presence of stone m thig 

Fig 154 —Case ot gall stones and kidney stone 1 Line of masion wluch 


I isttmipced cn gm sbtches 
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tilled water ever since and has bad no recurrence Before that 
for years he passed one two or three calculi a year In many 
cases I have observed a shorter period of tune Another patient, 
who IS a fnend and not a patient at the present time, I have 
observed for twenty six years Some of them I have bad under 
observation for twenty years I have one of these cases under 
observatoa Tvko came is with reoal cabc sisteeD years ago 
We put him upon the treatment I have just described He passed 
his calculus and was free from further trouble for eight years 
dnnking distilled water all the lime Eight years ago he built a 
new house and was too busy to dnnfe the distilled water He 
drank, the well water that he drank before he had the first Cohe, 
and before the summer was over he was brought m agam from 
Wisconsin with renal colic I put him on the same treatment and 
he passed a calculus 2 cm in length and about 7 mro m diameter 
He went back on his distilled water treatment He has been 
free all these years from the present of calculi 1 had another 
patient who bad exactly the same condition and who was free 
from calcuh for a number of years by dnnkmg distilled water 
Then be went back to the old waters and bad recurrence of the 
renal colic 

This patient is seventy six years of age We will expose her 
to just as short an anesthesia as possible by working rapidly 
I make an oblique lumbar mosion (Fig 1S4 1) and brmg the 
kidney into view We have said before that we have also 
made a diagnosis of gaff stones in this case and that at her age 
the gall stones are very likely to be filled with hme and that, 
consequently, the x ray gives the shadow of a large gall stone 
instead of the shadow of a renal stone I made a diagnosis of 
cholelithiasis There is the kidney exposed here Now if there 
IS a stone m here it will be m the upper pole 

It is not possible to de temune the presence of stone in this 

Fig IS4 —CaM of gall st«>fs snd ladoey stone 1 Line of masion wtidi 
pfOV;dedaccessbotjitoUiegalIbladd»r*BdkJdjicy 2 The kiduty pulled out and 
the hJuot end of a cambnc needle nughtm a forceps being pushed into its substance 
todeternuaetbepteseoceandlocnuonofastoinmoneof tbecalices 3 Removing 
the Stone through a smaU mcis on pmdld to the Jong ana of the kidney 4 Closure 
of the renal wound inth interrupted caigut etitches 
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kidnej po«iti\eh bj palpation so I hold the Lidnej between 
two fingers and puncture the cortex with a straight needle held 
m a pair of forceps opposite the point at which we expect to find 
the stone (Fig 154 2) As the needle strikes the stone I get the 
characteristic sensation. Thereisastonehere and it is out of the 
question to attempt to remos-e it without inasing the kidney 
substance I place these sutures through the substana of the 
kidney under the guidance of mj finger in the peUns so as to 
grasp the entire thicl.nes.-» of the renal parenchyma and so get 
perfect control of the local blood-«iipplj and then cut directly 
down on the stone Its remos'al is not difficult (F ig lo4 3 4) 
^Ith the exception of a httle superfioal oozing I ha\’c perfect 
control of the hemorrhage Now I place thtg gauze directly er 
the wound m the kidney by this means mercommg the slight 
superficial oozing 

It IS quite coniement toremoie thegalJ bladder through thus 
same opening We place a pair of forceps upon the cystic duct 
just below the pomt at which the stone can be felt. ^ e are not 
yet ready to dose our miasioo m the abdominal walk I haw 
now opened the peritoneal canty and I can feel a stone which 
seems to be impacted m the cysuc duct A cystic duct which 
been the sit* of a calculus uiiection upon remo%'al of the 
calculus is s ery apt to de\ elop scar tissue contraction or stricture 
or become the 'ite of a new stone Therefore as a rule cbole* 
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the cystic duct and either a glass a rubber or a cigarette dram 
IS earned down to the point of the forceps whicli remains at 
tached to the cystic duct These forceps will be removed after 
forty-eight hours the dramage js mtroduced m order to take care 
of any bile which may subsequently escape The dramage tube 
IS left m place for about one week The gauze packing against 
the surface of the hver is loosened by gentle traction on the fifth 
or sixth day after the operation and slo v ly remo\ ed 



F g ISS —Closure ol lumbar woubiI mth dniuge to bolt iLe rtral an I gall 
bladder spaces. The forceps are clamped on tie cyst e artery and duct 


It IS possible that a small amount of urine may escape from 
the cut surface of the kidney but as the urine is sterile it will do 
no harm and it is not likely that mu^ will escape in this way 
The wound is dosed by successive layers of sutures grasping the 
cut ends of the musds the deep fascu. and tVe skin ti* cystit 
duct dram as you see passmg out through the incision m the 
loin (Fig 155) 
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kjdtiej po'itndy by palpation so I ho'd the tidney between 
two fingers arvJ puncture the cortex with a ‘trai^ht needle held 
m a pair of forcep? oppvite the point at which we expect to find 

the stone (Fig I5f 2) As the needfe strikes the ttone I g^t the 
characteristic oBsatjon- There ts a stone here, and it b out of the 
question to attenpl to rerniwe it without ciosmg the kidney 
substance I place these sutures through the substance of the 
kidney under the guidance of m) finger in the pehis so as to 
grasp the entire thiiiness of the renal parcncbyina and so get 
perfect control of the local blood-supply, and then cut directly 
down on the stone Its removal a not difficult (Fig IS4 3 4) 
\\'ltli the exception of a httle •upcrfiaal oozing I have pm’fect 
control of the heinorThage \ow I place this gauze directl) over 
the wound m the kxdaey, by this neans overcoming the slight 
superficial oozing 

It B quite conv ement to remove the gall bladder through this 
Same opening place a pair of forceps upon the cystic duct 
just below the point at which th^ stone can t« felt \\ c are not 
yet ready to our mostoa in the abdominal wall J have 
now ope^ the pentemeai canty, and I can feel a stow which 
Seems to lie ucpacterl m the cystic duet A cystic dua vihich 
has been the site cf a alealus infection upon remosal cf th» 
tticulus isscry apt torlevelopscar tissue contraction or stricture 
or bcoDire the site of a new stone Therefore as a rule chole- 
cystectomy is indicated m such o*es and we shall proceed with 
that operation at once It b quite convenient to remove the 
gall-bladdef through IhB same opening ^\e place a pair of 
forceps upon the o-*Uc duct just below the point at which the 


distal to the first pair and the cy»uc duct a cut oetwten lueiA 
two toeqa A pair of forttps on tin i»fn of tin gill blarfifm 
tertettcTymccIyasateftnnfof ly tneara of nhjch vc are al te 
to suaAy tie Ealf-tfarMet T-hife ^raJt^ ft from rU attachment to 
Ihnfnnt ytoyavie n then padol ajsuut tin ran .urface of the 
Iver Cfov n to tb- point f f tf' forcepn «l cl rnmaia, allaclncf to 
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tbe cystic duct, aud either a glass, a rubber, or a cigarette dram 
is carried down to the point oC the forceps which remains at- 
tached to the cystic duct These forceps will be removed after 
forty-eight hours, the drainage is introduced in order to take care 
of any bile w hich may subsequently escape. The drainage tube 
is left in place for about one week. The gauze packing against 
the surface of the liver is loosened by gentle traction on the fifth 
or sixth day after the operation and slowly removed 



Fig 155— Closure ol lumbar woimd mth dnmage to both the renal and gall- 
bladder spaces The forceps are clamped on the cystic artery and duct 


It is possible that a small amount of urine may escape from 
the cut surface of the kidn^, but as the urine is sterile it will do 
no harm, and it is not likely that much will escape ia this way. 
The wound is closed by successive layers of sutures grasping the 
cut ends of the muscle, the deq> fasaa, and the skin, the cystic 
duct drain, as you see, passing out through the incision in the 
loin (Fig ISS) 
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The patient will he on her back, but tilted a httle toward 
the right side, being carcfuB) bolstered up by pillows and pads 
so as to pre\ ent pressure on the forcejs which we have left on the 
cj'stic artery and duct, and at the same time encourage drain- 
age by grantj through the wound m the 

The gall bladder which I ha^e just rem<ned has been spht 
open by the pathologist and jou can plain!} see the changes m 



Fig X56.— Tte gill-tiUidef rano -wL It wm fun of stona md 

one t^lieawMUEjactBimllitcr'ti duct Mthowa. Tte Ducoa a the fund < 

(i)*»scoiap»nt;vd7aneosli,l«.titCltrrewuniaiiedu:;e«iooi>iblood , 1 , 

tod cdoca cf lie XEUcna. 

the mucous membrane particularl} in the region of the impacted 
c}-stic duct stone (Fig 156) 

Note —The gall-stone was 1 J an m diameter made up of 
concentric Ia}-ers of bfle-pigments The renal stone was a t}-p- 
ical ‘Mulberry” stone These two objects correspond m sue to 
the two shadows on the radiograph of the right upper abdomen 
A radiograph taken one week after operaUon showed no «hadows 
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KIDNEY STONE 

Summary A patient presenUBg the typical aigns aad aymptom* of renal calnJuJ 
technic of pyelototny methods of diacttosia — developoent of the technic of 
»-ray examination— relatively si ght value of cryoscopy— cystoscopy ureteral 
catheterization and the pb thalem test of prune importance, treatment— mdica 
tions for operation— many cases best bandied eipectantly nephrolithotomy — 
the indications— incision m Brbdels lin^postoperative hemorrhage the 
silent renal calculus 

JflHHOry 4, 1918 

Tub patient whom I shall show you today is a case m which 
we have made a clinical diagnosis of renal calculus and an x ray 
diagnosis of a stone about | inch m diameter, probably in the 
pelvis of the right kidney The * ray shows no evidence of 
stone in the left kidney The symptoms have been rather typical 
and classical 

The patient, a man of thirty-eight, was brought to the hospital 
suEering from an acute attack of renal colic He said that this 
was the fifth attack of the kind that he had had They were 
all very similar m character, coming on rather suddenly, with 
acute very severe pain beginning m the nght lumbar region, 
radiating down toward the bladder and the external genitals 
The pain was so severe that be had to assume the recumbent 
position and it required I gram of motphm before the worst of 
the pain was relieved The moiphm was given m divided doses 
of i gram each at mtervals of about one half hour 

The unne showed nucroscopicaDy red blood cells and the 
patient stated that on several occasions there had been gross 
blood in the unne and that he had passed, m some of the attacks, 
smaU blood clots Between the attacks the patient was quite 
wdl 
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The patieit wCI li on fcer ba«k, tnt tilted a Ettle towaid 
the r%&t sidft, beiag carefuDy bolstered cp by pillows and pads 
so as to prevent presscre oa tts forceps which we have left oaths 
cjstfc arteij' and dnct, and at the sasre time encourage draia- 
age by gravity throogi the wocsd ci the Pant- 

The gaD-hladder I ta\-e just removed has been spht 
opQ by the pathotepst and xxet plain^ see the changes in 



the mnoa r brans, partsadarf> ci the repon of the impacted 
cj-sdc duct stcns (Tip ISd) 

Non: —The gaU-stose Tra> cm- in diameter, cade cp of 
c»raWjtricl2v-KscfbiW>i?=s=t5 The renal stone was a tj-p- 
ic 2 l“cmIberTy”Etcss- These two objects conesposd ia siae to 

the two shadows on the r»djes-a?h of tie ri^t cp^er aW«=ei. 

A radiograph taken one weekafteropcratim showed co«-adow5 
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second layer of the lumbar fascia and expose to view the fatty 
capsule of the kidney (Fig 158) I extend my incision forward 
and divide the external obhque muscle for a short distance 
Introducing both hands I now stretch gently the edges of the 
wound enlarging it so as to give me free access to the kidney 
I am now dividmg with blunt dissection the fatty capsule of the 



Fg 158 — Dell Is of the obbque lunibar ncson note the muscular and 
faswal planes opened as the da ection is earned do vo to the latty capsule of the 
kidney 

kidney commg down to the fibrous capsule of the kidney There 
has been a slight perinephntic process making it a httle more 
difficult than normally to separate the fatty from the fibrous 
capsule I am accomphduag this boneier without much 
difficulty I free first the postenor surface of the kidney then 
the anterior then the inferior pole and then the upper pole and 
free the kidney entu^ly except at its pedicle that is the attach 
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The patient s general condition IS good There is no e^^de^ce 
of senous kidney lesion or heart lesions and he is a Brst-chss 
surgicalnsk Ishalloperateonthecaseundcrgcneralanestbesia 
and employ drop ether 

As you see I have the patient tolled over on his left side and 
the assistants ha^ e placed a good-staed pad under the left pelvis 
so as to widen the space between the crest of the ilium and the 
last rib on the right side I make an incision beginning at the 



ris. 157 — OtUfloe lumUr indswo fw rtposwre oJ lulcfy wd U reUtion 1 
ewst o( the OiuJii. tie tweUth rib eod the l«eUth inlen»5t»l eerve 


the 


costovfitebral anglt I»»a>8 outord oblquely 

to » point about a fiagtrbreadth aboio tbe nest of the dinm 
fFie 157) This dmdes the sitm and superficial lasaa and as 
vou see I come no* to the muscle the Uteismus dors. »lu* 
must be divided I divide nor, the bjer ol lumbar W and 
the qiiadiatus lumbormn Conlmumg the dasectron 1 

nerve lunniae parallel seilh the mosion accompanied 

SS^^^withlbaecompanW vessels I no, divide the 
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may, I think, properly suture the fat and areolar tissues overlying 
the posterior surface of the pelvis vrith fine catgut suture. This 
1 shall do. The kidney is now dropped back into its normal 
position I carry down to the point of incision in the pelvis two 
5 mal 1 dgarette drains and bring these out through the upper 
part of the external mdsioa. I now dose the wound with deep 



Fig 159 — Pytlototoy. the portenor eaiface el the pelvu of tie kidney has 
been carefully stripped, incised, and a mulbeny calculus is being removed by 
messs of a small pair of blunt forceps. 

buried catgut through the musdes, and with four silkworm-gut 
sutures through all of the structures, and with black linen for the 
integument. A copious gauze dressing b applied. There hag 
been, as you see, very little hemorrhage in the operation — 
practically none from the inddon of the pelvis itself. 

The prognosis, of course, in this case is excellent The after- 
voi. a — »9 
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ttents of the great % essels and thc;imction of the ureter and pej 
MS. In doing this I can now fed quite distmctlj a stone, which 
IS, fortunatelj , m the pdvis of the kida^ After freeing the 
hdney, I graduallj, as you see, without anj force bnng the 
kidne> gently up into and out of the inosion. U e shall be able 
to do here the operation of pj-tlotom> , that is, remoi-e the stone 
through the raasioa in the pdns. It wiU then not be necessarj 
to do a nephrolithotomy, that is, a diMsjon of the secreting 
substancs itself 

Holding the fadney out of the wound, I now tate a pair of 
desectu^ forceps without an^ teeth and free the posterior sur 
face of the pehas from the fat and areolar tissue co\-enng it, so 
that I can eipoee for a distance of J inch the posterior surface 
of the pdns itself I thinh this l> quite an important step m the 
operaboa because u enables me to see whether there are any 
large \'esscls crossing the posterior surface of the peliis. Vor 


recognised la gabng the inoaot of pyelotomy 

I now cahe an uoaos about } ts^ long through the poster 
not «uf3Ce of the peliis, in the long axis of the pelius, coming 
down directly on to the stone. I mtroduce this small pair of 
blant forceps which has been a faronte instrument of mme for 
years in domg these pvelotomies, and one which I also empIo% 
frequenth in remonng «fones from the common duct I grasp 
the stone and, as you «ee, I hai-e no difficulty in remoMng it 
(Kg 159) The stone has an unri-ea surface liLe that of a mul 
bcrrv, and is probably an oxalate stone I shall make no effort 
to dose the oosioa in tie pchis by suture. Here was s time 
when I paid «peaal attention to ihts but I thmi on the whole 
It IS better not to male any effort at n.tuiag the incision in the 
pel\Ti. The structure n> very thin walled, and any suture that 
mi^t be introd-ced cames with it the possibi!ity of fonning a 
nudeus ol another stone. T\e ha« found that these mosions 
heal up <0 tap.dl' without suture that for a long Ume we haie 
disomtoced the praePa of the mtrod-rtioa of a suture One 



KIDNEV stone 


449 


may, I think, properly suture the fat and areolar dssues overlying 
the posterior surface of the pel>ris trith fine catgut suture. This 
I shall do The kidney is now dtt^ped back into its normal 
position. I carry down to the point of incision in the pelvis two 
smaU cigarette drains and bring these out through the upper 
part of the external incision. I now close the wound with deep 



\ 

Fig 1S9 Fyelotomy' ttie posterior sutbce of tbe pelvis of the kidney luis 
been carefully sCnpped, bcised, and • mulbeny calculus is being removed by 
meaiis of a small pair of blunt forceps. 

buried catgut through the mnsdes, and with four silkworm-gut 
sutures through all of the structures, and with black linen for the 
integument. A copious gauze dressing is applied- There has 
been, as you see, very Httle hemorrhage in the operation — 
practically none from the indsion of the pelvis itself. 

The prognosis, of course, in this case is excellent The after- 
vot. »— *9 
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historj inmost of these cases hasbeen that T!•efaa^•ereIno^-ed one 
agsirette dram at the end of fort\ -eight hours and the second at 
the end of four or fixe daj-s and that UtUe or no unne escapes 
from the pj-elotomj iround There is for twentj four hours a 
f air amount of pTiearj xvouid «<eret3on and occasional!} ume 
for a week or ten days after the operation, but this is the 
exception. These patients arc allowed to sit up on the fourth or 
fifth dax The alkworm-gut stitches are remox ed on the eighth 
or ninth daj and patients allowed to leax e the ho^ital b} the 
twelfth daj 

I want to take this x ery simple kidney stone as an opportunity 
of di5Ct.ssing ^th you pretty fnHy the subject of renal calculus. 
My medial work has covered the entire period of dex elopment 
of modem kidney -stone work and I haxe taken a 'peaal interest 
m the subject. The first kidney-stone operation was done by 
Henry Moms a BnUsh surgeon in 1850 This was done long 
before the days of the x ray and the diagnosis was based upon 
the fndmgs. Moms in the next few y ears operated on 

a nunber of cases succ e ssfully and was able to report some 30 
odd ts^ with but 3 per cent, nortabty In thi* early penod the 


Is or did see hax-c the means at that tune to determine cx'cn 
approximately the functional conditioD of the two kidneys sep- 
aratdy 'k et, m «p»te of all these handicaps a good deal of ex 
cdlent Furgeiy was done from the time of Henry Morru first 
case m 18S0 uatfl the mtroductioa of the x ray and its employ 
ment in detecting renal calculi which occurred la about 1897 

In 189 S I was one of the first surgeons to employ the x ra> as a 

of dnunosa. m kidney stone. Leonard of Phdadelphu 

several years discussed 

flute fully the histone side of this subject and I am gkd to say 
Slat he found that we m this dime employ the x ray m detect 
^fadnex stones before it had been emplox cd m Central Europe 
“rSst of co.a.-c cur x rax apparati.s xm exude as compared 



KIDNEY STONE 


451 


earned with it the danger of bunimg the patient One of xny 
early cases was a patient of about sixty live who had a single 
stone in the pelvis of the kidney vety much the same sort of a 
picture as in the case we have just operated on He was x rayed 
three different times at intervals of a few days and was exposed 
for from ten to twelve minutes in each one of these exposures 
and even then the plate which we obtained was not very satis 
factory although the stone could be seen covered by the twelfth 
nb A few days after the last exposure I operated on the patient 
and removed the stone A week later he developed what I then 
regarded as an atypical erysipelas on the anterior surface of the 
abdomen The reddening which deepened and was not asso- 
aated with much temperature or pain I studied with a good 
deal of care and demonstrated in my chmc as an atypical ery 
sipelas stating at the tune that I had never seen a sumJar case 
This proved later however to be a typical and rather severe 
* ray bum and this was the first x ray bum I had ever seen 
Fortunately it was not of permanent injury to him although it 
was BIX or seven weeks before it had completely healed 

With the crude apparatus at first employed a good many 
stones were missed and not diagnosed m our x ray examination 
Gradually however with the improvements that have been 
inttoduced stones the size of a pea and larger are readily lecog 
mzed and detected and m (he bands of experts the x ray has 
become our most certain means of diagnosis in renal calculus 

The general mtroduction mto our riimml work of cysto 
scopic examination and catheterization of the ureters and ex 
animation of the two unnes separately and the introduction of 
the pbthalein test has added enormously to our means of making 
a definite diagnosis in these cases and determining frequently 
whether we can safely do a nephrectomy m kidney stone cases 
where because of the number of stones associated mfection and 
destruction of the kidney tissue it beoimes necessary in order to 
secure a permanent cure to remove the kidney at the time of the 
primary operation 

For a tune we did a large amount of work determining the 
freezing point of the blood with the idea that this might be of 
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history m most of these cases has been that we ha\ e ^eI^o^ ed one 
agarette dram at the end of fortj -eight hours and the second at 
the end of four or fi\e dajs and that httle or no unne escapes 
from the pjelotomy wound There is for twenty four hours a 
fair amount of primary wound secretion, and occasionally urine 
escapes for a weeL or ten days after the operation but this is the 
eicqjtion. These pabents are allowed to sit up on the fourth or 
fifth day The ^wonn-gut sbtches are removed on the eighth 
or nmtb day and pabents allowed to leave the hospital by the 
twelfth day 

I want to take this very simple kidney stone as an opporturuty 
of discussmg with j ou pretty fully the subject of renal calculus 
My medical work has covered the enbre penod of development 
of modem kidney-stone work and I have taken a special mteiest 
m the subject. The first kidnej-stone opcraboa was done by 
Henty Moms a Bntuh surgeon u 1S80 This vras done long 
before the days of the x-ray and the diagnosis was based upon 
the clinical findmp Moms m the next few years operated on 
a number of cases su^essfuUy and was able to report some 80 
odd cases with but 3 per cent mortality In this early penod the 
diagnosis was ezceedmgly difficult the tramed surgeon not know 
mg whether there were stones m one or both kidneys not knowing 
the 51 of the stones or the number of stones m anyparbcular 
case Sordid we have the means at that time to detennmeevcn 
approximately the funcbonal condibon of the two kidneys sep- 
arately k et m spite of all these handicaps a good deal of ex 
cellent surgery was done from the time of Henry hloms first 
case m 1880 until the mtroducbon of the i ray and its employ 
ment m detectmg renal calculi which occurred m about 1897 
In 1898 I was one of the first surgeons to employ the x ray as a 
means of diagnosis m bdncy stone Leonard of PMladelphia 
severalyearslatermanarbcJeinlhcAnnalsofSurgeiy discussed 
quite fully the histone side of this subject and I am glad to say 
that he found that we m this clmic employ ed the x ray m detect 
m-T kidney stones before it had been employ ed m Central Europe 
At first of course our i ray apparatus was crude as compared 
with our modem machmw assd the employment of Uic x ray 
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earned with it the danger of burning the patient One of my 
early cases was a patient of about sixty five who had a single 
stone in the pelvis of the kidney very much the same sort of a 
picture as in the case we ha\e just operated on He was i rayed 
three diSercnt tunes at intervals of a few days and was exposed 
for from ten to tw elve rmnutes in each one of these exposures 
and even then, the plate whidi we obtained was not very satis 
factory although the stone could be seen covered by the twelfth 
nb A few days after the last exposure 1 operated on the patient 
and removed die stone A week later he developed what 1 then 
regarded as an atypical erysipelas on the anterior surface of the 
abdomen Tlhe reddening which deepened and was not asso- 
ciated with much temperature or pam I studied with a good 
deal of care and demonstrated in ray chmc as an atypical ery 
sipelas stating at the tune that I bad never seen a similar case 
This proved later however to be a typical and rather severe 
* ray bum and this was the first * ray bum I had ever seen 
Fortunately it was not of permanent mjury to him although it 
was SIX or seven weeks before it had completely healed 

With the crude apparatus at first employed a good many 
stones were nussed and not diagnosed m our x raj examination 
Gradually however with the improvements that have been 
introduced stones the sue of a pea and larger are readily rccog 
mzed and detected and in the bands of experts the x ray has 
become our most certam means of diagnosis m renal calculus 

The general uitToduction mto our clinical work of cysto 
scopic exattunalion and catheterization of the ureters and ex 
amination of the two urines separately and the mtroduction of 
the phthalem test has added enonnoudy to out means of making 
a defimte diagnosis in these cases and determining frequently 
whether we can safely do a nephrectomy la kidney stone cases 
where because of the number oI stones assoaated infection and 
destruction of the kidney tissue it becomes necessary in order to 
secure a pertnanent cure to remove the kidney at the tune of the 
primary operation 

For a time we did a large amount of work determining the 
freezmg point of the blood with the idea that this might be of 
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history in most of these cases has been that ire ha\ e remolded one 
agarette dram at the end of foi^ -eight hours and the second at 
the end of four or fi^e days, and that httle or no urme escapes 
froni the p 5 'eIotomy wound There is for twent> four hours a 
fair amoimt of pnmar> wound secretion, and occasionally urine 
escapes for a week or ten daj-s after the operation but this is the 
exception These pabents are allowed to sit up on the fourth or 
fifth day The sOkworm gut sbtdies are removed on the eighth 
or lunth day and pabenU allowed to leave the hospital bj the 
twelfth day 

I want to take this \ ery simple kidoQ stone as an opportumty 
of discussing with 5 ou pretty fully the subject of renal calculus 
My medical work has co\ered the entire period of development 
of modem kidney-stone work and I ha\ e taken a special mterest 
m the subject The first kidnQ'-stose operabon was done by 
Henry Moms, a Bnbsh surgeon, m 1880 This was done long 
before the daj-s of the x ray and the diagnocis was based upon 
the cluucal findmgs. Jfoms in the next few > ears, operated on 
a number of cases successfully and was able to report some 80 
odd cases with but 3 per cent laortahty In this early penod the 
diagnosis was exceedmgly difficult, the trained surgeon not know 
mg whether there were stones m one or both kidiie>’S not knowing 
the S 12 C of the stones, or the number of stones in any parbcular 


cellent surgery was done from the time of Henry Moms’ first 
m 15S0 until the introducbon of the x raj and its employ 
ment m detecting renal calcuh whidi occurred in about 1897 
Id 1898 I was one of the first surgeons to emploj the x ray as a 
of diagnosis m kidnej stone Leonard of Philadelphia, 
se\ eral > ears later m an arbclc m the Annals of Surgery discussed 
quite fuUj the histone side of thi> subject, and I am glad to say 
that he found that we m this dmic emploj ed the x ray m detect 
mg kidng stones before it had been emploj ed m Central Europe 
At first, of course our x ray apparatus was crude as compared 
with our modem machmes and the emploj-ment of the x ray 
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operation and removal of the stone through a pyelotoray The 
early operations for stones of this siae were nephrolithotomies, 
and surgeons for a long tune hesitated to do pyelotoimes because 
of their fear that a permanent fistula might result It was 
thought that wounds through kidney tissue heal much more 
rapidly than masions m the pelvis We soon learned, however, 
that this was not true that masions m the pelvis heal up quite 
as readily as masions through the kidney tissue, and are no 
more apt to be followed by permanent unnary fistul® On the 
other hand we very soon learned that masion of the kidney tissue 
made in a nephrolithotomy earned with it a great deal of nsk 
from hemorrhage I have had to do secondary nephrectomies 
m about 8 or 10 cases withm a week or two weeks after I had done 
a nephrohthotomy, m order to save the life of the patient from 
secondary hemorrhage All surgeons who have done a large 
amount of this work bad the same espenence It is therefore, 
on account of the danger of secondary hemorrhage that wo now 
insist upon a pyelotomy rather than a nephrohthotomy It is 
not, however, possible always to do a pyelotomy In large stones, 
in multiple stones, in corat-shaped stones that fill the pelvis and 
calices, it is impossible to remove stones through an incision 
through the pelvis alone On that account in a certam number 
o! cases we stSl have to resort to an masion m the kidney tissue 
itself ^Vhere this is made, it should be about J inch posterior to 
and parallel with the convex border of the kidney as anatomic in 
vestigations show that this particular region contains fewer large 
blood vessels than does the kidney tissue either m front or behind 
it (Fig 160) The nephrolithotomy masion should be closed with 
large, soft catgut introduced through the kidney tissue with a 
round, non cuttmg needle We have never experienced any 
difficulty in controlling piunary hemorrhage in these cases when 
closmgthekidney masion properly with catgut, just as we control 
hemorrhage from the hp in lemovmg a V shaped piece in the 
operation for epithehoma of the Iip, not by hgating the vessels, 
but by direct suture with silkworm gut The hemorrhage that 
occurs IS, as a rule, late, commg on from a week to ten days after 
the operation When it does occur it furnishes one of the most 
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great ^•aIl.e m detenniruag tl« bdno ‘tx^aeuc) and deadiag 
for or against n^hr«tom\ This, howe^■er, has been gradually 
gi\-ea up and hs^ been superseded b\ the more %-aluab!eplitliaIem 
test and examination cf the nHit and Wt urines <eparatd% 

The dea-elcpment of tidse\ stone <«rget> has been sudi that 
it norr rests upon thoron^tl) sound and eaentme piinaples. 
We can point to this subject as an example of tnuoph for ‘aneatiac 
rlrnipal teseajdi. \ patient coming tons toda> sjffenng from 
the picture <i-gsesti\-e of kidnc} stones is anahied 

•scientincallj jost as the assavet anah-ses a bit of mineral sub- 
mitted to him and in the fcDowang my 

First, a cartfid and compVte huto-i of the case is tahen, and 
let us imasrme that it is suggestive of renal calcul-s. The patient 
IS then X ra'^ed and the presence or absence of kidney calculus 
detennmed e also determine at th^ time if there are stones 
present in one or both tidnoN the siae cf the <tooes, the number 
of the stones, shape of the nones, probable koboa of the stones— 


knowledge of the fuactiaa of the n^t and left hdoev With 
this evidence and from e\Tdesce obtained of the general phvsical 
ccaditica of the patient }x»a can detercune the presence of the 
«tGne,ltsk>caticn anddeQdefcroragainstoperati>-emterfereace 


^Tiat we do with a psbent m whom we are able to make 
» dehnite d-sgaess cf kidnrv ‘tone in the wa> of therapj > Shall 
we immed-atd\ epesate on the*e cases and rtmo\-e the stone? 
ShaD we accept tius as the Tor,.tme treatment? Certainh not' 
Eadi one of these cases mus» be anah-wd *<paratel\ as an la 
dividual problem Where we ted a smgfe 'tone in the pel\TS of 
one kidnev a=d the patient » a good ^unreal nst, if that stone is 
i inch or core la diameter the dear mdimuon l, a r-xpcal 
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operation and removal of the stone through a pyelotomy The 
early operations for stones of this size were nephrolithotomies, 
and surgeons for a long time hesitated to do pyelotomies because 
of their fjar that a permanent fistula might result It was 
thought that wounds through kidney tissue heal much more 
rapidly than incisions m the pelvis We soon learned, however, 
that this was not true that incisions m the pelvis heal up quite 
as readily as masions through the kidney tissue, and are no 
more apt to be followed by permanent urmary fistula On the 
other hand we very soon learned that incision of the kidney tissue 
made in a nephrolithotomy <amed with it a great deal of nsk 
from hemorrhage I have had to do secondary nephrectomies 
m about 8 or 10 cases withm a week or two weeks after I bad done 
a nephrolithotomy, m order to save the life of the patient from 
secondary hemorrhage All surgeons who have done a large 
amount of tbs work had the same expenence It is, therefore, 
on account of the danger of secondary hemorrhage that we now 
msist upon a pyelotomy rather than a nephrolithotomy It is 
not, however, possible always to doa pyelotomy In large stones, 
m multiple stones, m coral shaped stones that fill the pelvis and 
calices. It IS impossible to remove stones through an mcision 
through the pelvis alone On that account in a certain number 
of cases we still have to resort to an masion in the kidney tissue 
Itself Where tbs is made, it should be about i inch posterior to 
and parallel with the convex border of the kidney as anatomic m- 
vestigations show that tbs particular region contams fewer large 
blood vessels than does the kidney tissue either in front or behind 
it (Fig 160) The nephrohthotomy masion should be closed with 
large, soft catgut introduced through the kidney tissue with a 
round, non cutting needle We have never experienced any 
difficulty m controlling ptimaiy hemorrhage in these cases when 
closmg the kidney masion prc^ly with catgut, just as we control 
hemorrhage from the hp m removu^ a V shaped piece m the 
operation for epithehoma of the hp, not by hgating the vessels, 
but by direct suture with sOkxTOrm gut The hemorrhage that 
occurs IS, as a rule late, conimg on from a week to ten days after 
the operation When it does occur it furnishes one of the most 
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distressing pictures that a surgeon can encounter In our own 
experience the cases have been very much alike The hemorrhage 
IS usually not through the external incision, but through the 
ureter, filling up the bladder with blood-clots, accompamed 
frequently with attacks of renal cohe because of the obstruction 
of ^e ureter with a blood-cIoL A patient with 80 per cent or 
more hemoglobm before operation is found after one of these 
hemorrhages to have only 60 per cent 



Tig 160— 

jiephrolitliolomy' it u fo 
plzctd «» to «vo d most of 
tie Ut*« vwsels in tie W 
ney eubsuace (BrCdel > 
line) 


The hemorrhage ceases and the sur 
geon then washes the blood-clot out of 
the bladder and hopes there will be 
no repetition Unfortunately, however 
repetition usual]> does take place two 
or three days later, and we have fol 
lowed these cases until after the second 
or third or fourth hemorrhage the 
hemoglobm would go down to 35 or less, 
and then, m order to save the life of the 
patient, we have done a rapid nephrec- 
tomy under gas-oxygen anesthesia, 
which, of course, controls the hemor 
thage and has in our cases enabled us to 
sai-e the hies of the patients These 
nephrectomies can of course, be rapidly 
made, not requiring as a rule more than 
file minutes, as the uasion is readily 
opened after removmg the sutures the 
kidney removed, and closure made not 
with layer suture, but simply with 
through and through silkworm gut su 
tuies 


tVliere a pabent has a renal calculus that has passed down 
into the ureter, the case then presents a diUcrent problem As a 
rule m our clinic we haie taken the position that there is a fair 
prospect of the passage of the ureteral stone if it is not larger 
jjjg of a coffee-berry, and unless there is some mcchamcal 
condition or some emergency demanding operauie mterferenre 
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■ffe have Wt that it was wisest to watch these cases for weeks or 
even months m the hope that the stone would pass through the 
normal channels and I think this is the sane position to take 
I have frequently had cases referred to me to be operated upon 
where the clinical picture was that of renal cohe and the x ray 
showed a stone m ^e ureter of small size w here I have taken the 
stand that it would be wisest to wait and hope that the stone 
would be passed and in the majority of cases of this kind the 
stones are passed and a cutting operation avoided 

There is another class of kidney stone cases today m whidi 
good judgment I think dictates an eatended management in 
preference to operative interference These ate the cases m 
which kidney stones are found acadcntally m making careful 
* ray examinations of patients su0enng from other conditions 
where there is no dmical picture of distress produced from the 
presence of calculi espeaaUy m cases where there is some organic 
lesion making the individual a poor surgical nsk and where 
there is no compilation demanding immediate interference 
areful analysis of all of the evidence m ases of this type leads 
the surgeon to conclude that it is safer not to interfere We 
have watched quite a large group of these ases and I am satis 
lied that here as in gall stone disease the trouble given by the 
presence of the kidney stone vanes Uemendously I have seen a 
number of ases where the kidney stones had existed for years 
and where they were simply innocuous where they gave nse to 
no symptoms whatever and I have seen cases which alter giving 
nse to symptoms of typical calculus attacks have remamed 
latent for months and years without any recurrence of the at 
tacis The pomt I want to make is that we annot properly 
insist upon operation for the removal of kidney stones merely 
beause we have definite evidence of its presence We must 
analyze each indiNodual case wegh all the evidence and determine 
whether in that particular case (^eratiw interference or extended 
treatment is the wisest and safest aurse to pursue 
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Summary The diagnosis of ureteral caloJns—difficuJlies in the differentiation from 
appendiciti^necessity of cheching up fte * ray e»odence*-caIcuIus anuna— 
refles ileus technic of ertrapentoneal removal of ureteral calculi— the intia 
cysuc and penneal routes history ©f a patient with a calculus in a horseshoe 
kidney 

January 11, 1918 

At the last chmc I had the opportunity of presenting to you a 
patient with stone ui the kidney This morning I shall present 
to you a case in whidi we have made a diagnosis td stone m the 
ureter 

This patient is a man thirty eight years old who has had 
repeated attacks of renal colic m the ngbt side, whidi began 
about eighteen months ago He has had four sharp attacks 
requiring motphm and several mmor attacks When he came 
to us a few days ago we found a few red blood corpuscles and a 
httle pus in the unne The character of the atta^ have been 
such that one or two of the pbysiaans who have seen hun have 
thought of the probable diagnosis of appendicitis, because he has 
had a dedoite localiaed tenderness after the attacks in the region 
of the appendix, and dunng several attacks there has been a 
good deal of vomitmg and considerable tympany and distention 
of the abdomen from a reflex paralytic ileus x Ray picture of 
the kidneys shows no stones, but * ray ol the ngbt ureter shows a 
stone about | mch m length and apparently about ^ mch m 
thickness Pressure over the ureter at the site of the stone which 
IS at a point a httle above McBumey's point, chats tenderness 
The stone is of such size that I do not think there is any fair 
prospect of its passing through the ureter On that account we 
shall remove it by surgical operation 

The patient has been anesthetized with drop ether, and, as you 
see, I have him flat on his back m the same positron that we would 
employ in an ordinary interval appendiatis operation I shall 
make here a musde-sphtting (^leration just as we do in the opera- 
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tion for remoalof the appendix, a little larger incision than we 
ordinarily employ and § inch or so external to the ordinary 
appendix incision (Fig 16!, 1) I diNdde through the sVin and 
superficial fasda, and ^lit the external obhque parallel with its 
fibers, and the internal obhque and trans% ersalis in the same way, 



' " 

Fie 161 — Inasion (1) *nd diswrtion {2/ (or«xtrapentcmcaI remo\-al of ureteral 

calcohia 

sphtting the aponeuros« of these two muscles over the rectus 
muscle almost to the midbne I am now stnppmg up the peri- 
toneum from the ihac fossa 1 do this without any difficulty, 
and now come down to the stone in the ureter The ureter is 
pretty firmly attached to the peritoneum at this point Wth a 
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careful dissection however with a blunt dissectmg forceps I 
separate the peritoneum from the ureter for a distance of about 
3 mches I now take two blunt hooks and place them under the 
ureter one about 1 inch above the stone and one about 1 inch 
below and have the assistant hold the ureter well into the 
wound(Fig 161 2) With a shaifi knife I divide the ureter for a 
distance of about \ inch over the stone and without any difEculty 
lift the stone out and remove it I shall not attempt to suture 
this ureter but simply carry down to the mas on a small cigarette 
dram I now close the wound just as wc would the muscle 
sphtting incision for appendiatis You will see there has been 
\ery httle hemorrhage The prognosis in this case is excellent 
The man s general condition is good and I have no doubt that 
be will go on to a good recovery unless some unusual comph 
cation develops 

Stones m the ureter have not been as common m our work as 
stones ui the pelvis of the kidney and cahces of the kidney 
They have been a rather difficult problem in the past from the 
standpoint of diagnosis and surgeons have made a great many 
mistakes and operated a great many cases where ureteral stones 
were non existent The evidence in this case however was very 
definite and very conclusive and the sue of the stone and its 
position left httle doubt as to the diagnosis Most of the mis 
takes that have been made m connection with supposed stones 
in the ureter have been due to* ray findmgs that showed shadows 
that were supposed to be stones but which at the time of opera 
tion were not found These shadows have been for the most 
part due to two different conditions one centers of ossification 
in the pelvic ligaments especially opposite the spme of the 
ischium and in a position where they were suggestive of stone in 
the ureter and second calcification of old tuberculous processes 
m lymphatic glands in the pelvis and abdomen I have noted a 
third unusual condition in a few cases and that is matenalmthe 
alimentary canal of some kind which is capable of throwmg a 
shadow 

In regard to the means whichwe have of determining before 
operation definitely whether these shadows are m the ureter or 
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not, we have at our disposal a method Tshicb will almost m 
^•ambly pre\ ent these xmstahes and that is the mtroduction of a 
ureteral catheter and takmg an r ray picture with the ureteral 
catheter in place, using a catheter that si ill throw a dense shadow 
Not infrequently, of course, the ureteral catheter will simply 
pasg to the stone whidi obstructs the ureter at that pomt 
In other cases, howe\er the ureteral catheter will shde ^ the 
stone, but in these the * ray picture will show the stone lymg m 
close contact with the catheter In anj case in which the c\t 
dence is not absolute that the supposed shadow is a stone m the 
ureter, this method should be resorted to A short time ago I was 
called in consultation to «ee a patient by his attendmg pbysiaan 
who had had no history of kidnej-stone cobc but who had had 
an examination for life insurance and the unne m this examina 
tion showed a hltle pus and a little albumin An * ray picture 
was tahen and a iei> definite shadow was found and this was 
confirmed by two or three plates. This shade?, was m the left 
ureter about 3 inches below the pelvis of the kidney, and the 
attending pfaj-sioan had called in a surgeon who advised un 
mediate operabon I saw the patient about three days after he 
had been examined b} the fint surgeon and asked for a confirma 
tion of the * ray plate The roenlgcnologist suggested giving 
the patient a cathartic to clean out the bowels and then taking 
the picture This was done and when the pictures were taken 
the next day they 'hawed an excellent differentiation — the 
shadow had disappeared entuclj In this case it was fair to 
suppose that the body which caused the shadow was m the ah 
mentary canal and was passed in the feces 

I ha%e bad a rather interesting expenence in 4 or 5 cases 
maVin g a differentiation between appendiatis and ureteral 
stone and I have m at least 3 cases operated and remoied the 
appendix m the mterval, and then found later by a more thorough 
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splitting inasion Occasionally stones impacted in the lower 
end of the ureter dose to the bladder can be removed by m 
tracystic manipulations, the introduction of a cystoscope, and 
stretching or masing the mtemal onfice of the ureter, permittmg 
the removal of the stone from within the bladder Stones that 
are no bigger than a coffee berry usually pass, and they may be 
assisted by throwmg some oil mto the ureter through the ureteral 
catheter 

I have had a few unusual expcnences m operating on large 
stones embedded m the lower end of the ureter One of these 
was of peculiar mterest and was attadeed by an unusual route 
The patient had suffered for years from repeated senous acute 
attacks assoaated with renal colic and followed by the passage 
of large amounts of pus into the bladder * Ray examination 
showed a stone about inches in length and about 1 inch in 
diameter embedded m the lower end of the ureter The man 
was rather thm, and I decided to remove the stone through the 
perineal route Placing him m the lithotomy position, I made 
the old left lateral hthotomy mctsion, and without dividuig the 
prostate separated the tissues by blunt dissection until I could 
feel tins large stone just above the prostate I mnsed the dense 
connective-tissue capsule in which it was embedded with a pair 
of sassors and removed the stone without crushmg it 1 dramed 
the masion for a few days and he went on to an uneventful 
recovery 

Stones in both ureters arc sometimes met with and assoaated 
with the picture of anuna I have had several expenences with 
cases of this kind Occasionally, if the patient has had one kidney 
removed for ureteral stone, the other ureter becomes obstructed 
by stone and gives the picture of complete mechanical anuna, or 
we have had this experience also, of one kidney bemg destroyed 

and reduced toahypemephioticsacoipyonqihiosis asarKult of 

calculus disease, and then the ureter of the sound kidney become 
obstructed with calculus, gtvmg agam a picture of complete 
mechanical anuna Another type of case, however, is met wsth, 
and that is obstruction of the ureter of one kidney, the remaining 
kidney bemg perfectly sound, and yet a complete anuna develops 
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This has been called reflex aimna It has been demonstrated in 
the laboratory that such a condition can be produced by obstruct 
mg one ureter and increasing \ery greatly the mtrarenal tension 
on that side, and have it associate with a reflex effect upon the 
sound kidney suffiaent to pre\ent its secreting unne It is sur 
pnsing how long patients can Lve in apparently good condition 
with complete amina Tlie first patient of this kind that I saw 
some twenty years ago was a young man of about twenty five, 
who was brought to m> hospital with the statement that he had 
not passed any urme for eight days and that the introduction of a 
catheter mto the bladder showed that it was perfectly emptj 
I was not familiar at that time with the condition of anuna, and 
I ridiculed the idea that such a thmg was possible, and said that 
there must be some mistake and that it would be mpossible for a 
patient to hve for eight days without passing any unne On 
mvestigating the subject, however, I found that patients had 
lived as long as twenty days with complete mecbamcal ob- 
struction of both ureters Mechanical anuna of course, demands 
operative interference and this cannot be postponed, as a rule, 
more than two or three days If the * ray shows definitely the 
fact that both ureters are blocked with stone and the condition 
of the patient warrants it, operation should be done for the 
purpose of removing the stones If on the other hand the pa 
tient is not in good condition, if the cause of the obstruction can 
not be definitely located and if it cannot be easily and safely 
removed, the patient should have a pjelotomy and dramagc of 
the pelvis of the bdney done, and best, I think under gas 
anesthesia I prefer gas here to ether because of the bad nsk 
that ether would cany to the damaged unnary tract The ope- 
ration IS, as a rule, not diflScult, and there should be mtroduced 
mto the pelvis a small No 10 or No 12 soft rubber catheter, 
which should be sewed m position This will provide an escape 


There is one clinical picture m connection with stones m the 
kidney and ureter which is sometimes most confusmg and that is 
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the Simulation of the picture of dcus which sometimes is so sug 
gestive of acute obstruction of the bowd that the suigeon is 
led to operate with this diagnosis I ha\e had a number of these 
in ray own service the symptran complex being that of sudden 
acute pain with vomitmg gradual distention of the bowel and 
the impossibility of obtaining any bowel movement and the 
existence of very httle evidence caUmg attention to the kidney 
lesion Not infrequently in these cases if the ureter is obstructed 
by stone there may be no microscopic or gross blood m the urme 
and no unnary findings suggestive of the presence of stone A 
thorough * ray examination very often gives us definite informa 
tion regarding the diagnosis In the symptom complex which 
I have seen m several cases is one in which because of the per 
sistent and often excessive vomiting the medical attendant has 
overlooked the real condition and thought of the possibility of a 
stomach lesion and sometimes a gall bladder lesion 1 have 
seen several cases in which severe kidney stone cohes have been 
associated with acute dilatation of the stomach the relationship 
bemg that of a reflex gastnc ileus due to the kidney cohe attack 
^ discussmg kidney and ureteral stone one must from the 
standpoint of the difierential diagnosis take mto consideration 
the other pathologic conditions that give very much the same 
general clinical picture and these are tuberculosis of the kidney 
neoplasms of the kidney acute infections such as colon infections 
of the kidney and congenital Qrstic disease of the kidney All of 
these conditions may present m common pus and blood m the 
urme and the picture of renal colic "Usually the differentiation 
must be made between three conditions kidney and ureteral 
stone tuberculosis of the kidney and neoplasms of the kidney 
As a rule the deterrainmg evidence of kidney stone is made by the 
X ray and the determining evidence of tuberculosis by the ap- 
pearance of tubercle bacilli m the urme and cystoscopic examina 
tion of the bladder with the frequent findmg of the changes m 
the bladder mucosa around the ureter of the affected kidney 
Where after careful examination m a case which presents blood 
m the urine and the picture of kidn^ cohe you can demonstrate 
neither the presence of stone m the * ray nor the presence of 
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tubercle baalli, one must loc^ to the diagnosis of neoplasm as the 
most probable cause Frequently, of course, m these cases the 
presence of a palpable mass m the kidney region assists matenally 
in the diagnosis 

Blood and pus in the unnc assoaated with kidney colic due 
to colon infections are by no means uncommon Here a careful 
bactenologic examination demonstiatmg the presence of the 
colon bacillus and exclusum by other means of stone, tubercu 
losis, etc., enables the surgeon, as a rule to arrive at the correct 
diagnosis 

Blood m the urme with ludney colic due to congemtal lystic 
kidney is a condition we have met with several times, and m some 
of these cases the well known fact that a congenital cystic kidney 
IS usually bflateral has enabled us to make the correct diagnosis 
after we have been able to demonstrate the presence of enlarged 
kidneys on both sides In one of our cases, however of an en 
larged and cystic kidney the condition was luxated to one side, 
and the diagnosis was not made until the exploratory operation 
Fortunately, here a nephrectomy saved the patient’s life as he 
was rapidly going down hOl from the continued hemorrhages 
and had at the time of operation only about 35 per cent hemo- 
globin 

Some of our kidney and ureteral stones have presented unusual 
pictures One of these 1 sbaU briefly present to you for the pur 
pose of giving you a more complete picture of this entue subject 

A man of forty five was brought to the clinic with a diagnosis 
of an obscure abdominal tumor This was about as Urge as two 
fists and could be palpated m the region between the umbihcus 
and the symphj'sis in the midlme The symptoms had been 
those of acute, severe abdommal attacks assoaated with chills 
fever, andgreatpainandtendcmessoverthismass Hehadbeen 
operated on about six months previously by a surgeon in a neigh- 
boring aty, who made an exploratory operation and cut down to 
a mass which he felt he could not remove thought the mass was 
probably mabgnant, made the operation purely exploratory, and 
closed the abdomen When he came to us we found on making 
an * ray examination a shadow of what was consistent with bemg 
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a good sized calculus a httle to the left of the median line and 
apparently m this abdominal mass Examination of the urme 
showed blood and pus On <ystoscoping the bladder this was 
found normal On passmg ureteral catheters it was found that 
these could be passed up but a few inches and then were ob 
structed An * ray picture -mth the catheters m place showed 
that the catheter on the left side led directly up to a shadow of a 
stone and that on the right side stopped m the center of the 
abdominal tumor A diagnosis of horseshoe-shaped kidney just 
above the lumbosacral junction with stone m the left portion of 
the mass was made An operation was done the patient placed 
in the Trendelenburg position and the mass exposed The 
horseshoe-shaped kidney was found and the stone could be dis 
tinctly felt in the pelvis of the left kidney This was removed by 
direct incision into the pelvis a pyelotomy and the wound 
drained The patient went on to agood operative and permanent 
recovery 
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CHOLEMIA FROM OBSTRUCTION DUE TO COMMON 
DUCT STONE 

Summary A patient with jaundice modentc abdominal pain hemorrhage from 
the gums and progressive loss of weight and strength probable d agnosis 
exploratory operation — the final diagnosis postoperative course 

The case which we shall operate on this morning is a peculiar 
problem a woman of about thirty who until s« months ago was 
m fairly good health She complains of some pain, m the Tight 
upper quadrant of the abdoven not a severe colicky attack but 
a mere sensabon of distress whidi requires no morphm This 
was followed by the gradual de\elopment of jaundice, with loss 
of weight and strength and the typical picture of cholemia, with 
hemorrhages from the gums and the hemoglobin going down to 
50, and sudi loss o! stienglh that she could not get out ot bed 
The case has been very carefully studied by my colleague, 
Dr Sippy for several weeks A careful examination of the 
stomach and duodenum shows no evidence of a lesion There 
has been no blood m the stomach contents and no evidence of 
pylonc obstruebon, no blood m the feces and no evidence of a 
lesion of either the small or large mtesUne The unne is normal 
outside of its high bile content The jaundice has been present 
for a good many weeks but has vaned in mtensity She had no 
temperature until recently, and the last few days she has had a 
temperature % arymg from 99 5® to 100 5® F 

Physical examinabon shows some enlargement of the hver 
and a sense of resistance in the gall bladder region, which may be 
simply an enlarged hver or distended gall bladder 

The case is one of a large group of cases which we have had 
the opportunity of s tudymg with a good deal of care and m which 
from the most exhaustive clinical exammabon it is impossible 
to deade whether the common duct obstruebon, which, of course, 
IS perfectly evident, is due to gall stones or caronoma of the pan 
creas or a chronic mtersbtiai panoeatitis or possibly even a 
467 
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scIeroUc process o{ the h\er Oastijd>mg the case jointl) with 
ln> colleague m mtemal med one we ha« come to the conclusion 
that an oploiatorj operabon is □ecessar> to establish a definite 
anatom c and pathologic diagnosis admitting any one of the 
possibilities which I ha^ just ment oned 

The patients condition was so poor that two daj-s ago we 
made a direct blood transfusion p\ing her somewhere from 500 
to 600 cc. This impro\ ed somewhat the general appearance of 
the patient. I ha« decided to gi\e her a general anesthetic 
rather than to do the operation under local ancsthes a There 
can be no doubt but the operation cames with it a great deal of 
danger of hemorrhage, \\c tecenlij lost a similar case from 
continual oonn; from the mucosa of the gall bladder The post 
mortem in that case showed that the obstruebon was due to a 
mass in the pancreas whidi was infiammator^ and not carcincK 
matovs W eighing all the e«dcace I ba^ e deeded to gi\-e this 
pabent the benefit of an exploratorj with the hope that we may 
find condibons that can be reheaed peimanentlj or temporanlj 
If we find gall stonea m the common duct and her condibon 
warrants we shall remove them and dram the hepabc duct 
If we find a mass m the pancreas as the cause of the obstruebon 
we will probablj sunpl> dnun the gall bladder 

I am making the usual Shaped inQ» on iihich we employ 
m this clmic. The hemonbage from dividing the tissues of the 
abdominal wall is moderate. Opening the pentoaeal cavatj I 
find a small contracted gall bladder full of gall <»toncs I am 
operating as >-ou <ee, on the right s de of the paUent I shall 
now go to the left side of the pabent and make a careful eaamina 
boa of the cj-sbc and common ducts introduemg mv left 
index finger into the foramen of W inslow 1 palpate the nght free 
ed*^ of the gastrohepabc omentum which contains the common 
duct. I find no stones m the evsbe duct, but as I %er> gentlj 
ciamine the lower part of the comn on duct between m> index 
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fig Ifi2— « Diagnosis of coDdibons found at Operation Note stones w> gall- 
bladder and in common duct h Approach to common duct above and laterally to 
duodenum c Abdomen about to be cl»ed Drainage tubes In gall bladder and 
common duct, the tube to the latter leinfotced by a met of gauze 
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common duct and rono\ e these stones, I shall do this stage of the 
operation first and do the gall bladder later I mean, of course, 
at this Sittmg pro^^dmg the condition of the patient warrants 
Wth my left mdex finger m the foramen of W inslow I lift up the 
lower part of the common duct, and in the angle between the 
duodenum and stomach I find that 1 can brmg the stones up mto 
view, and shall probably be able to mase the duct here and not 
ba\e to do a transduodeoal cboledochotomy 

ith a pair of fine closed artery forceps I spread apart the 
peritoneum and areolar tissue and separate these tissues from 
the anterior surface of the lower part of the common duct so that 
I can hnng the common duct directly mto \-iew (Fig 162, i) 

I can see the stones shining through its thin walL Separatmg 
these tissues I hai e dinded a small arter> , which I want to damp 
Now I have the common duct uncovered I make a small 
mosion, \ inch long, directly over the stone Rather to my sur 
pnse I find that there is not the single stone I expect, but that 
this mass is composed of three small faceted stones packed 
closely together I remove these and introduce into the common 
dutt a No 12 catheter, and the bfle flows out freely into the 
peritoneal cavitj This I mop up 1 now take a very fine 
needle and fine catgut suture and suture this catheter mto the 
common duct with one stitdi- This one stitch controls the 
further flow of bDe mto the pentoneal cavity 

Dr Herb, our anesthetist, tells roe that the patient is m 
fauly good condition, «o that 1 shall remove the stones m the 
gaU-bladder and dram the gall bladder, as I can do this very 
rapidly If she were m excellent condition I would probably re 
move the gall bladder at this sitting, but that would carry ad 


drainage-tube, about as urge as a No lO oi lo LDgiisn catheUr 
I pack a «roall stnp of iodoform gauxe down to the mosion m the 
CD^on duct and do^ the wound bringing out through the 
center of the mosion the tube m the gall bladder and the tube m 
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the common duct and the small iodoform gauze wick (F ig 162, c) 
I close the external wound m the usual way, usmg silkworm gut 
sutures about an inch apart, putting in probably half again as 
many fixation, sutures as we would use m an operation where the 
patient was a first class surgical risk I do this because wound 
repair will be slow here, and in all probability the introduction 
of a large number of fixation sutures will enable me to take them 
out by instalments, every other suture probably at the end of ten 
or twelve days, leaving the balance until I feel sure that wound 
repair is complete The patient will be given S ounces of normal 
salt solution by rectum every three or four hours If she con 
tmues to vomit, the stomach will be washed 

I am, of course, greatly gratified to find that she has no car- 
cinoma of the panaeas or diromc mtcrsUtial pancreatitis care- 
ful exammation showing no evidence of either of these conditions 
The operation necessarily carries with it a great deal of nsk On 
the other hand if she recovers, she will he cured of the condition, 
I think pennanently 

It IS not, I think, a good plan m doubtful cases such as this 
to guess at the diagnosis before the exploratory I think this 
case illustrates that fact In accordance with my theory of the 
probabilities deduced from the experience accjuired in the hand 
hug of a large series of these cases, I think I would be mclmed to 
favor m this instance, in view of the evidence the diagnosis of 
obstruction of the common duct from a pancreatic lesion The 
safer and better plan, I thinlL, is for us simply to accept the fact in 
these uncertain problems that the symptom complex can be due 
to one of a number of conditions, and that the only way we can 
tell definitely is to obtain the evidence that can only be obtained 
at exploratory operation 

Postscrtpi — I am glad to say that this patient did surpris- 
ingly well after operation and that no hemorrhage developed 
There w as very free drainage of bile, espeoally from the tube in 
the common duct, and some drainage from the tube m the gall 
bladder The iodoform wiA was removed on the third day 
Her temperature did not go above 1(X3 5“ F and within a few 
daj-s came down to normal She vomited but once after the 
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operation, so that it was not necessar> to wash out her stomach 
She had to be catheterued for a few daj's A bowel moNement 
was obtained at the end of seventy two hours and she has pro- 
ceeded to a \ery satisfactory reco\er> The se%cre itchmg asso- 
ciated with the jaundice, of which she complained ^e^> bitterly 
before the operation, ceased entirely after the operation, m 
accordance with our usual experience, from drainage of bile in 
these obstructed cases 

The abo^e postscript was wirttcn about two weeks after the 
operation, and the case seemed \ery fasorable At the end of 
that time the tube in the common duct was remos ed and for some 
dal's later the case continued to progress in a ^■e^y satisfactori 
wai Then she had a sescre attack of pain, chills, and a nse of 
temperature Bile ceased flowmg out of the external fistula 
and the stools became day colored The jaundice, which had 
largely disappeared, returned I was for some dal’s in the hope 
that Ae sitnptoms might be due to an edema of the mucous mem 
brane— a cholangitis—but the condition was so persistent that 
at the end of about three weeks from the tune of the first opera 
non I did a second operation, and found, very much to my sur- 
prise, three stones in the common duct, one of these of considerable 
size, } inch m diameter, and the others smaller, about the site of 
an ordmati pea The larger stone was felt so readily that I 
cannot understand how it could ba\e been oiTrlooked at the 
first operation It may base been in one of the hepatic ducts or 
in the gall bladder, or low down in (he common duct in the por- 
tion co\ered bi the pancreas 

The second operation was not difficult techmcally, and was 


gallbladder We obtained an eiaminaUon of the condiUon 
through the operaU%-e wound, which showed an extensive intra 
abdominal hemorrhage I thmL, without an> question, this was 
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a slow parenchymatous oozing such as occurs in these jaundice 
cases, and as I analyze the facts I think it was a mistake to re- 
move the gall-bladder at the second operation I am gbd of the 
opportunity of presenting this postscript to complete the history 
of the case. 




LARGE ULCERATING SARCOMA OF THE NECK 

5 ntiry Mana(,emcnt of mil Knant I sii t of •! c fact jn ! n ck in hich com 
pklt suTg cal lemo'al is»mv« alU. — tit comb rat in of rcmoial of as muci 
of the pro \th as po''’' slanatl n of the rrt,i n I } 1 pation of its arter al 
supply and expo ure to the nj 

The second case which 1 shall show sou this morning is a 
patient who comes to us with a hUoC ulcerating malignant tumor 
of the side of the neck She has consulted a number of surgeons 
and the> hat e gi\ en her the opinion that the case w as inoperable 
The patient is a deplorable object I shall show y ou the patient 
before we anesthetize her The mass is as large as a good sized 
cauliflow er about 8 or 9 inches from abov c <low nw ard and 6 or 7 
inches from side to snle extending from the lobe of the car down 
almost to the c1a\ icle It is at its thicLest part 3 or 4 inches m 
thickness and m the center is a great big sloughing mass which 
produces an e\ccedmgl> foul odor This patient refused an 
operation earl^ m the development of this process but recently 
has been \er> anxious to have an attempt made to remove this 
great ulcerating mass 

I have had a section removed and the microscope shows 
that it IS a small round cell sircoma It is prettv evident that 
a radical operation gives little prospect ol permanent cure in 
this case I am going therefore to undertake what I regard as 
a pailidtivc operation removing this greit ulcerating mass ^^elting 
nd of the foul odor the danger of hemorrhage and the toxemia 
that IS associated w ith the absorption from such a large ulcerating 
malignant growth and then it thewoman survives the operation 
give her the benefit of the r ra) 

The patient is now anesthetized \\<. have sltrilized the big 
ulcerating field with tincluie of loilin is well as we can and the 
tissues about this ulcerating mass lUo with Imtture of lodm 
I shall first ligate the external carotul art(.r> iht branches of 
which supply most of this tissue invt>he<l in the tumor mass 
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In order todo thu I ha\e tomakeanmci ion in front of the tumor 
mass pu«h the tumor back o%er the stemoclei lomastoid and 
expose the carotid arterv at its disistons mto mtemal and ex 
temal I now 6nd the external arterx and a«'ure mx'^elf that it 
Is the external carotid b\ detcrminmg that coming from it are the 
large arterial branches the «upcnor thvroid Ungual and facial 
I now ligate the external carotid ju-t below the supenor th\Toid 
arter% This does not do ana\ with the xenons hemorrhage m 
the operation but it a. i ts \crx maltnalK in controlling the 



lolal amount <il U».«I lo t It t. al . o( taint m lartin, tht 
tis ues making subsequent growth of iht malignant process less 
rapid anl exen making it po<^ible to ecurt a greater effect 
from the x rax treatment to which this area will tt ubjccted 
I now rapidlx dg c-ct out thi huge rox s leax in„ at the Ik ttom 
of the wound deeplx ‘ituateil in the neck cMdenllx me tumor 
tL=ue which I cauterize xerx thor u„hl\ with i large lafjuelin 
caulerx Thehu-c raw surface i n»x c xeren) x th a hxer of 
trfofom nn 1 oter th I puck a lanru m, ot ,.„p|e 
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gauze and put on a rather firm 'ioft gauze roller, and o\cr this a 
starch bandage 

Po'ihcnpi —The after of this case has mote tlian. jus 

tified the operation, rvhtch M<e ba\c undertaken ^'er> sliortlj 
after her recoaerj from the immediate effects of the operation, 
on the thud or fourth da>, nt bt^n x ra> treatments The 
woman unpro\ed surpnsmglj after the removal of thi> great 
ulcerating mas' Her appetite returned and she gamed 20 or 



Tig 164— Patient two months aflrroper&tion There are no masses demon 
strabic in the rtgi n of the ong nal tnmor but marked tdvma of that side of the 
held and face ha ipi can J n the I i»t ft \ uctk-- an I a mi's n non lo 1 e felt ht 
ncalh the lilt bna'l 

30 pounds in weight, and without anj skm grafting the greater 
part of this area has become covered in with normal epidermis 
Compare photograph of lesion before operation and condition of 
patient at the present tune (Figs 163 and 164) 

You will see at a glance that it has been well worth while to 
give the patient the benefit of this surgical procedure, although 
there is even now I think no prospect of a permanent cure 
We are doing in this clinic a large senes of palliative operations 
for V er) extensu e malignant processes about the head and neck, 
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and the results ha\e convinced me that it is our dut\ to give 
the^e patients the benefit of such surgical therapv We are 
attacking them from the standpomt of cuttmg off their blood 
supph and removing the gn>« lesion and of submitting the 
field of operation to x raj and radium There of cour e should 
be a V en complete understanding n ith the fainih of the patient 
in a case of this kmd Thev should have explained to them the 
fact that the lesion la verv far advanced and that the operation 
m all probabihtv mil be palhatn e and where there is no prospect 
whatev er of permanent cure the statement should be made that 
there is sunplv this possibibtv of permanent benefit In talking 
with the patients them-elves however after having had such a 
full and frank talk with the fnends and relativ es I take a more 
optimctic view and without urging the undertaking of the 
paUiative operation explam fairlv fuUv the possibilities to them 
and make the «tatement that it will give them a fighting chance 
The hopele«sne« the mental depression of these cases that are 
told that nothing further can be done that ihev are doomed to 
death from cancer tc^cther with the hemorrhage ulceration 
foul odor and cachexia male a mO't duire«*mg picture On 
the other hand the improved mental altitude arou'ed bv the 
hope of getting nd of the process the general improv emeni after 
removal of the gro s teflon and the relief from pain which follow 
such an operation as this make a <harp contrast strongh in fav or 
of giving the patient the benefit of the doubt and the benefit of 
the operation 



HUGE FIBROMA PRIMARY IN THE MESENTERY AT THE 
ILEOCECAL JUNCTION 

Sutnnujry A patient presenting an enonnous solid tumor filling the entire abdomen 
—the probable diagnos s— operative findmp— accidental wound of intestine 
necessitating resection technic of abdominal closure the mattress fixation 
suture cematks on large abdominal tumors other than those arising from 
uterus or adnexa 

We have this morning a very unusual and very interesting 
problem m abdominal surgery in a case which has been under 
observation for some days and one in which we have made the 
clinical diagnosis of a tumor either of the omentum or of the 
mesentery 

The patient is a joung man of about thirty, who has been very 
well and very strong and is even now in very good general condi- 
tion A few weeks ago be complained of some abdominal pam 
He consulted a pbjsiaan who discovered that he had a very 
large apparently solid tumor filling at least three fourths of the 
abdomen— all of the abdomen, m fact, e:rcept a small part of the 
lower left quadrant 

Analysis of the symptoms shows practically nothmg beyond 
some pain which he complained of some da>s ago and which has 
largely disappeared, and the existence of this large mass There 
are no symptoms of obstruction of the bowel There are no 
stomach symptoms There are no symptoms referable to the 
liver or bile tracts or to the pancreas The question of whether 
this large tumor can be associated with the n^t kidney has been 
very carefully gone into the ureter on the right side catheteri^ed, 
and the kidney found normal There has been no blood or pus 
m the urme There is no temperature Ezammation of the 
blood shows that it is normal There are no signs pointing to 
leukemia The tumor, on examination feeb like a huge spleen 
except that it is located more on the nght side than on the left 
There is no transposition of the vrseexa 


4S0 


AitTHro DEAN BE\AN 


I ha^ e Ihou^t of a number of possibilities m the case, as one 
natural!} would in the case ctf a large tumor in this location. I 
thought first of a kidne} tumor and then of a large tumor in 
connection with the h\cr I base seen one case of huge simple 


t^T rnnr other of the omentum or of the mesenterj is the most 
probable As to the character of the tumor, whether it is bemgn 
or malignant, we can, of course, express no defimtc opinion with 
out it microscopical^ There are no evidences of 

icalignanc}, the mans general health being excellent On the 
other we seldom find a tumor of this cize in the abdomen 
that is bemgn. 

Iamgomgtomakeinthisc2sea-ver> large S-shaped inasion 
extending from the ensiform cartflage downward and outward 
to the of the rectus muscle, and then «plit the rectus 

paralld with its fibers to a pomt several mebes below the um 
biheus, and then curve the lower part of the mosion down to- 
ward Poupait s ligament and divide the rectus compleUl} in the 
lower part of the incsion. Thbwillgrvemeaver} largeeiposure 
and enable me to remove the tumor if it is found that thia is 
possible. 

The patient is now thorough!} under the anesthetic and I am 
the large curv cd mosion which I hav c planned Opening 
the pentoneum, I come down to this large tumor which is ad 
hereto the antenorpanetaJpentoaeum \ou noUce that as J 
seoarate the pentoneum from the tumor there is a considerable 
amount of venous hemorrhage Ttc tumor is closel) attached 

a» far as I can see by inspection to the pentoneum of the abdom 

inzl waD. The hemorrhage is so free that I question m m> mmd 
whether we can remov e this tumor and hav e the man leav e the 
r^nxar table aliv c Analonuea!!} w hat I find here reminds me 
m mu*^ of the conditions in a Talma operation m cases of 
cSiosb of the liver, where we plaster the omentum to the 
uanetal pentoneum with the hope of ob tairung a free anastomosis 
^^een the general s}-stemjc circulatioa and the portal arcula 
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hon We have here very mudi the same condition of affairs 
There are large veins developed between this tumor and the 
peritoneum which probably connect with the portal circulation, 
on the one hand, and with the systemic circulation on the other 
The man’s genera! condition is so good and it seems so absolutely 
necessary to remove this tumor because of its huge size, compro 
mismg the viscera in the abdominal cavity, that I am going to 
make an effort to remove it even though this carries a good deal 
oi risk with it As you see, I am as rapidly as possible sweeping 
my hand m between the parietal pentoneum and the tumor and 
separating these adhesions As I contmue this separation I now 
reach a space m the left upper pole of the tumor where I enter the 
free peritoneal cavity 

I now rapidly free the tumor entirely from the parietal 
pentoneum, causmg a very great deal of venous hemorrhage 
Having the assistant press on the abdommal wall on either 
side, 1 am now delivermg one margin o! the tumor and, as 
you see, I have dehvered it entirely from the abdominal cavity 
I rapidly pack some very large dry abdommal pads into the space 
from which I removed the tumor As I lift the tumor mto view 
you can see that attached to it is a very broad pedicle, and as I 
study the structures in this pedicle I End that they consist of the 
small intestme and of the large intestme adherent to the under 
surface of the tumor for a distance of about 5 or 6 mches I 
should say that the tumor is, probably 18 or 20 mches long, 12 or 
14 mches wide, and about 5 mches thick I clamp the pedicle of 
the tumor as close as I can to the tumor with as you see, four or 
five strong curved artery forces I divide the pedicle distal to 
these forceps and remove the tumor, so that I cm complete the 
rest of the operation, which would be impossible otherwise The 
\enous hemorrhage I am glad to say, has now ceased 

On careful examination of this pedide I find that it consists 
of the ileum and cecum at the junction of these two structures 
I find also that the part of the pedicle which I have divided opened 
the cecum for a distance of about I mch and the ileum for a 
distance of about 2 mches It will, therefore, be necessary to 
resect this portion of the bowel I do this more wilhngly because 
\ou s— 31 
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from the size of the tumor it is fm tosuppose that it is a sarcoma, 
and we can in this way male the operation a radical one 



v- tc.ac«fca]juiictioc,giaspfd 

tig iuj inxnipoutu® Outliaeof tumor ind S-«h»pf<l incision CD 

by forceps PWP*"'®’’ ' 

jbdomiMl 


Tn rejecting this pOTticm of the bot\ el I first di\ide the external 

j of the me«enter>, which is a\ascuLir, and bring the cecum 
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and lowest part of the ileum 'nrellinto view. I ligate the mesentery 
of the last 4 or 5 inches of the ileum and of the cecum for 4 or S 
inches. Now, with intestinal damps on the intestine in order to 


4S4 


ARTHUR DEAN BEVAN 


prevent the intestinal contents from pouring into the peritoneal 
cavity, I remove the 7 or 8 inches of the large and small bo^el 
at the ileocecal Junction I close the cecum with three rows of 
sutures and close the ileum in the same way. I now make a 



n* 167 closure of mUomutal »»U, lUuilrelmg especially tbe pant 

Inssioo tutures 


lateral anastomosis between the ilcum and the first part of the 
tiansversc colon I do this because it Is difficult for me to make 
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With three rows of sutures and with clamps applied to both the 
large and small bowel m just the same way that you would do 
a gastro enterostomy The pentoneal cavity now is wiped free 
from blood clots A couple of agarette drains are earned down 
to the point of this anastomosis and the abdominal wall is dosed 
m the usual way with the addition of three large mattress fixation 
sutures which 1 am employing in this case because of the great 
length of the mcision We are very fond of usmg these mattress 
sutures m a case of this kind and strongly advocate their employ 
ment I want to call your attention to the way m which we use 
them Wetakeastrongpieceofblackwaxedsilkorsilkworm gut 
which of course has been stenliaed As a matter of fact it is the 
antiseptic waxed silk which was used m this chmc years ago by 
Moses Gunn silk which has been boiled in wax to which 10 per 
cent carbohe acid has been added Then the silk is smoothed 
down and the extra amount of wax rubbed off with a sterile 
piece of gauze and kept m a protected jar for use I use a rather 
strong piece of sdk as you see taking a piece about 24 or 30 inches 
in length doubling it and tying the ends together The needle is 
now passed through all the layers of the abdominal wall except the 
peritoneum at a point 2 to i inch from the edge of the incision In 
the loop formed by tying the silk together we place a hule piece of 
agarette dram on the opposite side This mattress suture as you 
see demands the passage of the needle but once through the 
tissues and so gives you the best possible effect of the mattress 
sutures We not infrequently employ this in operatmg for large 
postoperative hermas We employ it in laparatomies on all 
large stout people We employ it also in operatmg on individuals 
who are anemic and run down as caremoma cases where wound 
repair is slow and W’here it is desirable to maintain approximation 
by sutures for often a much loiter time than the ordmary ten 
day period We also employ these same mattress sutures m 
cases of spontaneous teopenmg of the abdominal mcision where 
at the end of ten days or even twelve days after the stitches have 
been removed the abdommal wound opens up durmg some at 
tack of coughing or vomitmg and the abdominal contents are 
forced mto or out of the masion ti such a case we do not 
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anesthetize the patient agam, but simply infiltrate the edges of 
the abdominal masion with a local anesthetic, apothesm or 
novocam, and then pass these through and through mattress 
sutures bnngmg the edges of the masion together as I have de- 
scribed In this particular accident these mattress sutures are 
most satisfactory 

This patient is in \ er> good general condition considering the 
protracted character of the operation and the great loss of blood 
The tumor on cross-section is a great sohd mass, either fibroma 
or fibrosarcoma The imooscope ^nll have to determine the 
diagnosis 

As far as the after treatment is concerned, it will consist m 
givmg the patient 8 or 10 ounces of normal salt solution by 
rectum ever> three or (our hours washing ovit his stomach if he 
vomits, and the administration of amiiumum amount of morphm 
if he has great pain 

I want to saj a word or two in this connection m regard to the 
very large abdominal tumors that have been brought from tme 
to tune to our service In children, as >ou know, most of these 
huge abdominal tumors are sarcnnas of the kidney In one case 
which we had three or four >e3rs ago a v eiy large tumor filling 
the entire abdomen m a child proved to be a simple Q'st of the 
liver, which filled the entire abdominal ca\^ty, the Lver being 
thinned out at its upper pole Fortunatcl), we were able by 
sponge dissection to wipe the liver from the Q-st and from the 
attadiments to the pentoneum and remove the c}’st, with the 
resultant entue and umnlernqited recov cry of the patient 

We have had a number of huge abdommal tumors which 
proved to be h>'peraephromas with extension to the abdommal 
viscera and, of course, maiq^ ©f these very large abdominal tumors 
on analj'sis proved to be enlargement of the spleen from one of 
several pathologic conditions I am speaking now of large ab 
dommal tumors which are not associated with the uterus or the 
uterine appendages 

^\Tiere a tumor fills the greater part of the abdomen and w e 
cannot determine the anatomic starting pomt by palpation the 
case may present other evidence which enables us readily to 
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make a diagnosis, as, for instance, in a kidnej tumor presenting 
definite evidences pointing to the kidney of one or the other side, 
or in a huge leukemic spleen a blood examination may at once 
make the diagnosis clear Inflation of the colon u ith gas and the 
deteimination of the relation between the colon and the tumor 
not mfrequently gives valuable information But many of these 
cases as the case which we have just operated upon, cysts of the 
hver cysts of the spleen and even kidney tumors that are not 
assoaated with hemorrhage or other urmary disturbances, may 
be so obscure that we must frankfy admit that the diagnosis is 
not possible without an exploratory operation We should not 
employ exploratory operation as a means of diagnosis, however, 
until e\ ery other possible means has been thorougblj exhausted 
Poslscnpi — Miaoscopic examination of the tumor showed 
that It was a fibroma The patient did not do well after the 
operation He had a good deal of shock from hemonhage and 
persistent vonuting This was handled by washing out the 
stomach and by nonnal salt per tectum, but it contmued with 
dilatation of the stomach and with paralytic ileus, which proved 
to be fatal at the end of the fifth day 

In the Lght of the knowledge that I now have of the case— 
that it was a fibroma and not a fibrosarcoma — I have analyzed 
the facts carefully and wonder if it would not have been possible 
for me to remove the capsule of the fibroma without injuring 
either the cecum or the ileum, thus shortenmg the operation and 
preventing the necessity of a resection On lookmg over the 
specimen however, with a great deal of care I find that the 
ileum and cecum are so plasteied to the under surface oi the 
tumor that it would have been practically impossible to have 
earned out such a techmc There can be no doubt that m the 
removal of a huge tumor of this kind associated with very great 
hemorrhage and necessitating a resection of the mtestmes there 
IS a very great and unjustifiable nsk to the patent On the other 
hand we are confronted with the fact that the continued rapid 
growth of this very large tumorwould have produced such press 
Ure on the abdominal viscera as to have been mcompatible with 
life 
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anesthetize the patient again, but sunplj infiltrate the edges of 
the abdominal inasion with a local anesthetic apothesin or 
nmocain and then pass these through and through mattress 
sutures brmgmg the edges of the inasioa together as I ha\ e de- 
scnbed In this particular acadoit these mattress sutures are 
most satisfactor> 

This patient is in \ er> good general condition considering the 
protracted character of the operation and the great loss of blood 
The tumor on cross-section is a great solid either fibroma 
or fibrosarcoma The microscope will have to determine the 
diagnosis 

As far as the after treatment is concerned it will consist m 
gi^-mg the patient 8 or 10 ounces of nonnal salt solution bj 
rectum e^ eij three or four hours washing out his stomach if he 
vomits and the administration ofaminimum amount of morphin 
if he has great pom 

I want to say a word or two m this connection m regard to the 
very large abdominal tumois that baae been brought from time 
to tune to our service In diOdren as you know most of these 
huge abdominal tumors are sarcoma of the kidney In one 
which we had three or four >ears ago a very large tumor filling 
the entire abdomen m a child proved to be a simple C)‘st of the 
liver, which filled the entire abdominal cavity the hver bemg 
thmned out at its upper pole Foitunalel> we were able by 
sponge (hssection to wipe the liver from the cj-st and from the 
attachments to the pentoneum and remove the c>’St with the 
resultant entire and umntemipted recov cry of the patient 

e hav e had a number of huge abdominal tumors which 
proved to be h)pemephromas with extension to the abdominal 
viscera and of course inan> of these very large abdominal tumors 
on analj'Sis prov ed to be enlargement of the spleen from one of 
several pathologic conditions I am speaking now of brge ab 
dominal tumors which are not associated with the uterus or the 
utenne appendages 

^^’he^e a tumor fills the greater part of the abdomen and we 
cannot determme the anatomic starting pomt by palpation the 

TTia y present other evadence which enables us readily to 
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make a diagnosis, as for instance, m a kidney tumor presenting 
definite evidences pomting to the kidney of one or the other side, 
or in a huge leukemic spleMi a blood examination may at once 
make the diagnosis clear Inflation of the colon with gas and the 
determination of the relation between the colon and the tumor 
not mfrequently gives valuable information But many of these 
cases, as the case which we have just operated upon, cysts of the 
hver, cysts of the spleen, and even kidney tumors that are not 
assoaated with hemorrhage or other urinary disturbances, may 
be so obscure that we must frankly admit that the diagnosis is 
not possible without an exploratory operation We should not 
employ exploratory operation as a means of diagnosis, however, 
until every other possible means has been thoroughly exhausted 
Postscript — Microscopic examination of the tumor showed 
that it was a fibroma The patient did not do well after the 
operation He had a good deal of shock from hemorrhage and 
persistent vomiting This was handled by washmg out the 
stomach and by normal salt per rectum, but it continued, with 
dilatation of the stomach and with paralj tic ileus which proved 
to he fatal at the end of the fifth day 

In the light of the knowledge that I now have of the cas^ 
that it was a fibroma and not a fibrosarcoma — I have analyzed 
the facts carefully and wonder if it would not have been possible 
for me to remove the capsule of the fibroma without mjuring 
either the cecum or the ileum, thus shoitenmg the operation and 
preventmg the necessity of a resection On looking over the 
specimen, however, with a great deal of care I find that the 
ileum and cecum are so plastered to the under surface of the 
tumor that it would have been practically impossible to have 
carried out such a techmc There can be no doubt that m the 
removal of a huge tumor of this kmd assoaated with very great 
hemorrhage and necessitating a resection of the intestines, there 
is a \ ery great and unjustifiable nsk to the patient On the other 
hand we are confronted with the fact that the contmued rapid 
growth of this very large tumorwouki have produced such press 
ure on the abdominal viscera as to have been incompatible with 
hfe 




rejUNAl OBSTRUCnON DUE TO ADHESIONS ABOUT 
SHE OF GASTRO ENTEROSTOMy 

Summary A patient with aMonanal dutress greatly increased as the result oi 
laparotomy with gastro-enterostoni)' cpcratioa—resloration of the normal 
channels— rale of the suture in the production of jejuna! ulcer following gastro- 
jejunostomy— probably a co nc dence nther than a causal factor necessity of 

prevent ng unnecessary operat ons— importance of co-operet on between in 
temist and surgeon 

I HAVE a very interesting case to present to y ou this morning 
a woman of thirty eight who comes in with the following history 
She complains of more or less abdommal distress of vague 
origin and not very definite m diaracter occurring on three or 
four djiferent occasions covering a period of about a jear, 
necessitating the use of the hot water bag but not necessitating 
the use of morphin She was seen by several physicians one of 
whom diagnosed the case as gall stones and advised her to ha^ e an 
operation At the tune of operation he found nothing wrong with 
the gall bladder and proce^ed to make an anterior gastro en 
teiostomy, for just what reason I am unable to say, as there 
seemed to be no history of pyloric obstruction and no definite 
history of either stomach orduodenal ulcer FoUowmg the opera 
tion the patient gradually developed a great deal of stomach dis 
tress and finally acute attacks of intense pam coming on after 
meals sometimes daily which required moiphin for their 
relief 

After seemg a number of pb>'sicians she dnfted mto the hands 
of Dr Sippy at the Presbyterian Hospital who very carefully 
studied the case and analyzed the evidence He was fortunate 
enough to examine her with a banum meal durmg one of these 
attacks The pylorus was apparently patulous and there ap- 
peared to be a great distention of a loop of intestine apparently 
in the loop employed in making the anterior gastro enterostomy 
This you wiU see \ery plainly m the f ray plate which I will 
48? 
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show j-ou In addition to these findings she also has a postoper 
ati\e hernia at the site of the scar 

Dr Sipp> was mdined to make a clinical diagnosis of oh* 
stniction m the intestinal loop tnsohed in the anterior gastro- 
enterostomy He IS willing to accept the possibility of an asso- 
ciated gall-hladder affair, and to this I am mclined to add as a 
possibility the postoperative hernia, on the theory that this may 
be 2 s«ociated with the obstnicUon in the loop There are no 
earmarks of carcmoma or gastnc or duodenal ulcer The at 
tacks arc so frequent and «o severe that the patient absolutely 
demands rehef, and we shall make this znommg an exploratory 
bparotomy to determine the condition and see if we cannot 
rebel e the sj-mptoms 

Under ether I am excising the abdominal scar ov er the site of 
the hernia and find a v ery disuna htraul sac, proj ectmg mto the 
space between the skin and the abdominal muscles I shall first 
separate this peritoneal sac and remove the excess of pentoneum, 
leaving just enough to make a good closure Projecting into this 
•pace >ou see a distended, rather stiffened coQ of small intestine, 
rather unusual in appearance, not the ffacad appearance of the 
ordinary jejunum, but the appearance of a coQ of mtestiae 
that IS contracting and attempting to empty itself As I lift 
♦t"* into view I find that this co3 extends from the beginning of 
the jejunum to the gastro-enterostomy opening with evidence of 
hj'pertrophy of its musculature At the gastroenterostomy 
opening the mtestines are matted together by large masses of 
a^esions, twisted and oeduded by these adhesions m such a 
way as easDy to produce obstructive symptoms (Fig 168, o) 
Lifting up the pjlonis and duodenum I find no evidence of any 
tb i<-V»»nTng suggestive of either ulcer or caronoma I now ex 
ynune the gall bladder and ducts and find that the gall bladder is 
normal m appearance, and that I can readily empty it, and I 
find no stone cither m the gall bladder lysUc or common ducts 
It seems to me that the indications are here very plam that is, 
that the s>mptonis which she has been suffering from are due 
to an obstruction m the Io<^ of bowel extending from the je- 
junum to the anterior gastro-enterostomy and that this condi 
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Fig. 168— <1. Abdomen opened, eqjosing obsUiicted loop of jejunum anrfsur- 
roucding adbeslOQS b .^Tiatural .-^ iinn pla hy rutting through 

site of old gastroenterostomy and dcsure of gastnt and jejunal openings 
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< 110 ^ )-DU. la addition to these findings she also has a postoper 
ato e hania at the site of the scar 

Dr Sippj sras mclmed to make a clinical diagnosis of ob- 
struction m the intestinal loop nnohed m the an tenor gastro- 
enterostomy He t> T rillmg to accept the poasfljihtv of an asso- 
ciated gall-bladder affair, and to this I am mclmed to add as a 
possibihU the postoperative kemia, on the theory that this maj 
be associated mth the obstruction m the loop There are no 
earmarks of carcmoma or gastnc or duodenal ulcer The at 
f;»plg are so frequent and so <e\ere that the patient absolutelj 
dgmsTidg rehef, and we <hall make this morning an eiploratorj 
laparotomj to dctennme the condition and see if we cannot 
rehe\ e the sjmptoms 

Lnder ether I am excising the abdominal scar o\ er the site of 
the and find a ^ erj distinct bemial sac, projectmg mto the 
space between the skin and the abdominal musdes 1 shall first 
separate this pentoneal sac and roncae the eicess of pentoneum, 
leaving just enough to make a good dosure. Projecting into this 
«p3Ce > ou see a distended, rather stiffened coil of small mtestme, 
rather unusual m appearance, not the fiacod appearance of the 
ordinary jejunum, but the appearance of a coO of mtestme 
that is contracting and attempting to emptj itself As 1 lift 
this mto ^new I find that this coil extends from the beginnmg of 
the jejunum to the gastroenterostomj opening with evidence of 
hjpcrtrophj of its musculature. At the gastro-entoostomy 
opening the intestmes arc matted together bj large masses of 
^hesiocs, twisted and ocduded bv these adhesions m such a 
wav as easfl> to produce obstructive sj-mptoms {Fig 168, a) 
T.iffapg op the pjdorus and duodenum I find no evidence of any 
thi<±ening suggestiv e of other ulcer or carcmoma. I now ex 
a-mmp the gall-bladder and ducts and find that the gall bladder is 
normal m appearance, and that I can readil> emptj it, and I 
find no stone either m the gall bladder Q-stic or common ducts. 
It seems to me that the indications are here ver> plain, that is, 
that the sjmptoms which she has been suffenng from are due 
to an obstruction m the loop of bowel eitendmg from the je- 
junum to the antenor gastro-enterostom} and that this rondi 
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tion can be corrected b) separating lie borvel from tbe stoma^ 
clo^mg careful]} the opening in each \-Lnis and restoring condi 
tions to normal 

I now 'eparate the adhesions around the gastro-enterostom} 
openm^' and }-ou «ee it has taken fifteen or twenti mmutes be- 
fore we can separate these so as to <ee clearl} the entue Ime of 
attachment between the stomach and bowel I now place a 
rubber protected clamp on the stomach and one on the jejunum 
so as to prment an} of the stomach or ratestmal contents from 
escapmg and careful!} separate the stomach from the mtestm« 
In dom<' this we want to be sure to make the separation in the 
mucosa\t cIactl^ the Ime of junction of stomach and mtestinal 
mt-cosa If }0U keep this matter m mind it is not difficult to 
do this and to distinguish between the smooth stomach mucosa 

and the folds of the intestinal mucosa. I hai e now completed 

the ^eparatioa and ‘hall suture the intestinal mucosa with one 
lai er of Imen suture and then bring together the musculan» and 
omtoaeum and a third Lcrobert la} er which as } ou SM 
Iput in after I remov e the clainp from the mtesUne as jnlhis 
wa> we can make a more accurate appreiimaUon and see 
distmcth whether there is an> hemorrhage (Fig 168 6) I 
to call }-our attention to the fact that I am usmg a ^er} 
fee cambnc needle and quite fine linen and that the linen bzs 
been run through sterile i-aselm so as to make it perfectl} ^ootb 
2 nd does not tear the tissues as it t> pulled through the coaU of 
the boweL This is snnpl} a little step in the technic that I 
rerard as esceedmgb important. 

I want to call }Our attenuoo to the fact that the ongmal 
tro-enteroslom} was made with large black sutures and that 
Sese can be readfl} seen projecting into the bowel and aLo 

other row of sutures seen inteiruptedJ} under the peritoneum 
^ere is howeicr no e\Tdcnce of a jejunal ulcer at thi^ pomt 
I am rather inclined to behme that where large massii e threads 
l?k th.s are emploiTd they remam hangmg pennanentl} m the 
^^tro-entcrostom} and that the} do not lei} often gi\e nse to 
8“ ^^jlajoisinclmed to attribute tbedcielopmcnt 

^^jejiLil ulcers to these sutures It is possible that the} are 
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etiologic factors On the other hand, I think that where we undo 
a large number of these gastro-enterostomies.aswe are doing this 
monung, we would find fairly constantly threads present and 
jejunal ulcers not present, or else m a very small percentage 
I am personally more inclined to regard the threads as madents 
and possible factors in jejunal ulcer than as essential factors, and 
to attribute the development of jejunal ulcers to the continua- 
tion of the high aadity and corrosive effect of the gastric juices 
at the pomt of the gastro-enterostomy, which then, anatomically, 
IS situated in relation to this corrosive effect in exactly the Same 
situation as the first part of the duodenum, where peptic ulcers so 
frequently develop 

I am now dosing the opening m the stomach in the same ri ay 
with three rows of sutures I taiefuUy wipe off mth moist 
sponges both the bowel and the stomach, removing here a httle 
blood clot and then drop both the stomach and intestines back 
into the abdominal cavity and dose the wound without any 
drainage 

1 am very glad to be able to show you this case, because it is 
one of a considerable series of similar cases that we have had on 
our service I think that we are probabty not having these sent 
to us as frequently as we did a few years ago There is a certain 
moral to be learned from a case of this kmd Here is a woman 
who has an exploratory operation for some uncertain abdommal 
distress, and the surgeon then performs what seems at this tune 
with the evidence ue now haxe an unnecessary gastro-enteros 
tomy This operation produced mfinitdy more trouble than she 
had ever had before, and another operabon is required to undo 
the gastro enterostomy and to restore the alimentary canal to its 
normal condition Some years ago I tJimic m almost all cbnics 
too many gastro enterostomies were done and many gastro 
enterostomies done without anj clear indicabons Today on our 
service u e are demanding vei> definite reasons for domg a gastro 
enterostomy, and these reasons must be demonsbable gross, 
tangible, and unmustakable There was a tune when the surgeon 
uould|^maLe a diagnosis of gastnc or duodenal ulcer, or his 
medical colleague would make this diagnosis, and a gastro en 
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terostomj Trould be agreed upon and at the tone of operation if 
no definite gross e%ndence of ulcer was found thej would at 
times ne% ertheless go ahead with the gastro-enterostomy on the 
basis that the ulcer might be hmited to the mucous mem 
brane and of such character that it could not be felt bj the 
palpating finger Then the surgeon would go ahead with the 
operahoa on this line of reasoning because m his opinion the 
clinical e\ndenc8 of ult« was sufficient to warrant the pro«diire 
I do not think that this should an^ longer be done In man> of 
the cases where an unnecessary gastro-enterostomy is made the 
patient may not suffer from the resulting deformity but certaml) 
in a \ cry large proportion the patient suffers more or less distress 
and m some cases s ery marled distress as m this particular case 
I ha^e seal so many unnecessary operations on the stomach 
and the latestmes gastro-enterostocues Deosigmo dostomie re* 
sections of the colon, etc. where (he patients were not only cot 
benefited by the operation, but \ery greatly injured by it I 
ba^'e come to take a tery definite stand against these operations 
when they are unnecessary and against the doing of this work by 
incompetent and unrehable surgeons At the last meetmg of the 
Amencaa Surgical Association in New \ orL I presented a paper 
incorporatiDg some of these Mews before the surgical section. 
The papa was entitled, TJnnecessaiy Operalioasby Incompetent 
Surgeons One of the condus ons which I ha\e am^ed at is 
that there will be less of this unnecessary work if these cases are 
handled jomtiy by a good internist and an operating surgeon 
I we has’e ad^•a^ced far enough in the study of these cases 
to warrant our takmg the pos tioa of demanding gro s eMdence 
of obstruction before wc undertake any of these anastomosing 
and s de-tiackmg surgical procedures 

In dosing the abdominal wound wc must lake great care to 
pre\-ent a recurrence of the postoperati%e hernia and I want 
partlcular^^ to call your attenUon to the technic which wc ha\e 
learned to employ m these cases We dose as you see the 
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sutunng dosing a \ ery large abdominal incision for the removal 
of a huge fibroma developmg from the mesentery at the junction 
of the cecum and the ileum and you will remember that I de 
scribed the use of these large mattress sutures m detail at that 
tune In this case we shall use these mattress sutures tymg 
them over a small piece of cigarette dram I am closmg the 
anterior sheath of the rectus with catgut and the skin with a fine 
black silk One word of caution in regard to the removal of these 
sutures Our usual roubne is to remove the silk at the end of 
about the ninth or tenth day every other one of the mattress 
sutures about two days later and then about two days later that 
is at the end of the thirteenth or fourteenth day the balance of 
the sutures are removed care being taken however to strap the 
whole abdomen at this pomt finnly with adhesive straps 

Poslscrtpt —I am glad to say that the patient made an un 
eventful recovery and bad no vomitmg foUowmg the operation 
that the old pains due to the obstruction m the jejunum disap- 
peared enUiely and have not recurred and she has made an 
excellent recovery show mg that the anterior gastro-enterostomy 
with Its adhesions was responsible for these attacks 
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terostomy would be agreed upon, and at the tune of operation if 
no definite, gross evidence of ulcer was found, they would at 
times ne%ertheless go ahead with the gastro-enterostomy on the 
basis that the ulcer might be small, limited to the mucous mem 
brane, and of such character that it could not be felt by the 
palpating finger Then the surgeon would go ahead with the 
operation on this line of reasomng because in bis opuuon tie 
clinical endence of ulcer was sufficient to warrant the procedure 
I do not think that this should any longer be done In many of 
the cases where an unnecessary gastro-enterostomy is made the 
patient may not suffer from the resulting defonnitj , but certainly 
m a very large proportion the patient suffers more or less distress 
and m some cases ^ cry marked distress, as m this particular case 
I have seen so many unnecessary operations on the stomach 
and the intestines, gastroenterostomies, ileosigmoidostomies re- 
sections of the colon, etc , where the patients were not only not 
benefited by the operation but very greatly mjured by it I 
have come to take a v ery definite stand against these operations 
when they are unnecessary and against the domg of this work by 
incompetent and unreliable surgeons At the last meeting of the 
Amenan Surgical Assooation in New York I presented a paper 
mcoiporatmg some of these views before the surgical section 
The paper was entitled, “Unneccssaiy Operations by Incompetent 
Surgeons ” One of the conclusions which I have arrived at is 
that there will be less of this unnecessary work if these cases are 
tianHW jointly by a good internist and an operatmg surgeon 
I tltink we hav e advanced far enough m the study of these cases 
to warrant our taking the position of demanding gross evidence 
of obstruction before we undertake any of these anastomosmg 
and side-tracking surgical procedures 

In closing the abdominal wound we must take great care to 
prevent a recuiicijce of the postoperative hernia and I want 
particularly to call jour attention to the technic which we have 
learned to employ m these cases Ue dose as you see the 
pentoneum by moderate sire catgut suture and then I mtroduce, 
about an inch apart mattress sutures of silkworm gut Those of 
jou who were at my last dime saw me employ this method of 
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URETERAL STONE 

Summary SciecUficd agnosu ot ureteral calcub anatyab of the methods employed 
and the logical deductions from each step of the examination treatinent~ 
ureterotomy a last resort — when penmssiMe endoscopic methods— the theory 
o{ then application practical tesailta 

Tee patient under consideration reports that about a year 
ago he was taken with sudden pam in the right epigastnc region 
and that these pams were ol a colicky character and radiated 
dotv nward into the perns The pams were severe from the onset 
and maeased m mtensity almost beyond endurance, and then 
by degrees abated until they finally subsided 

The urme passed after this attadc rsas stained a dark red 
Inside of a (aw da^-s the untie dearcd up The right flank, 
however, remained the seat of uneasmess for about a week 
The patient felt well until about three daj-s ago, when he 
again was seized with an attack sumlai to that previously men 
tioned, showing this time, however, the change m the site of 
the pain from the right epigastric region to the nght h^pogastnc 
region The irradiation ol the pain was mainly felt alongside 
the right inguinal canal down mto the right half of the scrotum 
The Urme passed after the onset of this attack was slightly 
turbid and has remamed in this condition up to the present 
The right hypogastric region is stiU the seat of a dull ache and 
palpation of this area shows it to be sensitive Increased fre* 
quencj ol urinary calls is reported The patient presents him 
self for relief 

The routine exairunation of the chest and abdomen does not 
lead one to any definite condusion, so we proceed to more 
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the roentgenogram and the nght kidney does not show any 
pronounced shadow within its contour but near the edge of 
the iliac bone a shadow of oblong shape and of somewhat ureg 
ular outline is seen 

A shadowgraph catheter is now passed into the nght ureter 
beyond the pomt of the obstruction found at the time of the 
first catheterization and again encountered durmg this latter 
sounduig and another x ray picture of the lower urinary tract 
of this side IS taken In this picture the above mentioned 
shadow appears agam and it is also noted that it is in close 
apposition to the shadow produced by the opaque ureteral 
catheter 

The analysis of all the observations quoted will permit the 
following conclusions 

There is no abnormality traceable to the left kidney and 
ureter The nght kidney is also evidenced as non pathologic 
In the nght ureter an obstruction apparent to the tactile sense 
15 met Its presence is further accentuated by the accumulation 
of urme m a distended sector of the ureter which phenomenon 
IS always noticeable above a narrowing of ureteral lumen pro* 
duced by an intra uretenc obstacle That this distention is 
limited to a small sector only is proved by the fact that after 
the catheter has overcome this obstruction and the unne accu 
mulated in this pouch is evacuated the regular ejaculations of 
the ureter are resumed That this was and is caused by a 
foreign body inside of the ureter is made evident by these facts 
the catheter meets an obstacle and at the site of its arrest there 
appears in the second * ray plate a shadow m intimate contact 
with the shadow of the opaque catheter There is no doubt 
that we have to deal with a unnaiy concretion arrested inside 
of the right ureter at this particular location a ureteral calculus 
that only partially occludes the lumen 

The abnormal admixtures to the unne collected from the 
nght side and the subjective ^roptoms form an appeal to the 
surgeon to remove the foreign body which causes the obstruc 
tion and it remains to discuss and to choose the method to be 
emplo) ed 
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speaalized m%estigation The location of the pain and th 
unnalj'ses n 2 turall\ irould direct our attention to the luopo etic 
sj-stem The analj-sis of the tinne does not show any abnor 
roalit> in regard to the elimmation of solids while the micro- 
scopic examination re\ eals the presence of a few red blood-cdk 
numerous leukocj'tes, epithelial cells, and some nondescrqjt 
d€bns 

In order to detenmne the prcnenience of these pathologic 
admixtures we now turn to the direct exammation of the bladder 
ureters and kidnej-s that is, to the instrumental and ocuhr 
re\Tsion of this entire tract This is accomplished by qstos- 
copj and ureteral catheterization 

l\Tule the inspection of the urinary bladder will dear tip tie 
situation as to the condition of this mscus, the special obscr\-a 
tion of the ureteral openings and the empIo}'xaent of the ureteral 
sounds and catheters wiU furnish additional ufoimation as to 
the patuleace of these tubes and b} collecting the tmse Mps 
rately from either kidney diagnostic pomters concerning the 
condition of these latter organs may be gleaned 

Cystoscopy shows the \esical mucosa to be normal Tie 
same holds good of the left ureteral mouth while the nght one 
appears to be rounded out and poutmg its edge appearing to be 
somewhat edematous The unnary whirls emaaatmg from the 
left ureteral mouth «eein to be more acti\e than those on the 
right side 

On the left side the ureteral catheter passes up mto the renal 
pelvis without any diSiail^ and after it is withdrami there is 
noted rhythmic ejaculation of unne On the nght side the 
catheter is arrested at a point about 10 on aboie the \esical 
opteiung of the ureter Under pre'^sure the catheter m ercomes 
the ob«tacIe mth a slight jerk and ghdes upward 'When tie 
obstruction has been passed a rapid tnckimg of urme is ob'en ed 
from the distal end of the catheter After this gush stops reg 
ular rhj-thraic ejections of smaD quantiUes of urine are noticed 
Both catheters are now withdrawn and renal and ureteral * ra> 
pictures are taken 

The /eft ■'«/o does net Resent any apparent ahnormafitics in 
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position or by becoming impacted m one of the physiologic 
narrowings of the ureter— in this instance, m the one near the 
pelvic brim The arrest of the stone and its lodgment m one 
place for a long tune may lead to an increase in the size of the 
calculus by apposition of urinary salts This phenomenon 
explains, m turn the fact that the stone remains in the same 
location and increases the obstruction, leadmg to a partial dis- 
tention of the ureter just above it, which temporary sacculation 
becomes filled with urine That this calculus did not lead to 
complete occlusion is proved by the continuance of urmary 
ejaculations from the ureteral mouth, though diminished m 
number and energy This partial palnlence of the ureter is 
explamed by the fact that the stone by virtue of its shape and 
sue does not completely fill the lumen The disappearance of 
blood from the urme is explamed by the freemg of the pelvis 
from its extraneous contents, while the d^bns in the unne is 
evidently derived from the affected part of the ureteral wall, 
kidney elements being absent from the specimen This assump- 
tion IS made more plausible by the fact that ureteral calculus in 
Its travel downward and in its attest at the plate finally located 
did not cause any acute subjective symptoms until the trauma 
to the ureteral sector in question reached such a degree as to 
excite defimte reaction and forablc contractions perceived as 
colicky pams 

The selection of the therapeutic measures to be used in cases 
of ureteral stone must be determined with care and dehberation 
The mam consideration should be. Is the nsk of a surgical mter- 
vention out of proportion with the gravity of the pathologic 
condition to be remedied? 

It IS a matter of statistical experience that about 80 per cent 
of all ureteral conaetions sooner or later are spontaneously 
evacuated into the bladder, from whence they are expelled 
either with the urmary stream or may easily be pumped out 
by means of an evacuator It is furthermore, a matter of 
record that ureteral catheterization and lubncatmg and dilating 
the ureter by mjection and infiatioo will bnng down to the 
bladder most of the concretions Exceptions to this rule are 
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Ureteral stones maj be renuned either by cndoscop c meli 
ods or bj ureterotom} that is the bloody expose and opemag 
of the ureter It requires no argument to pro%-e the contentwa 
that the procedure which necessitates no previous destruction, 
if effectiN e at all will have the preference over a procedure whidi 
rails for operation with a Lnife and which includes all the nsb 
incurred bj an) operatiie interference 

The mechanical remo\aI of intra ureteral stone aboi-e its 
intramural end may be accomphsbed by loosenmg the concrehon 
b) touching it with ureteral sounds and injecting some lubnmt 
mg flmd through a ureteral catheter bejond the stone d pos- 
sible and bj contmuing the injection while the catheter s 
slowlj withdrawn By this procedure the ureter is dilated its 
inner surface is lubricated and contractions are ehated which 
further the deh\er> of the stone Or a ureteral catheter tfct 
ej e of which is henn«ticall> sealed b) a piece of \ eiy thm tubbff 
tissue is passed up to the stone Air is then forced into the 
catheter ballooning the e>e cover By now withdrawing the 
catheter its thickened end dOates the ureter beneath the cal- 
culus and the stone wiU follow the catheter in its descent If 
repeated attempts of this kind fail and the objective and sub- 
jective symptoms become urgent ureterotomy is to be considered 
In analyzing the history of this case one may assume that 
the ongmal attack was caused by a stone m the pelvis of the 
kidney This is indicated bj the location of the pain which was 
caused by the forcible contractions ol the renal pelvis m it» 
effort to espel the stone which due to its raw surface and acci- 
dental change of position irritated the lining of the pelvis The 


The Statistic expenencc that pracbcalJy all the concretions 
found in the ureters are of renal origin strengthens further the 
above-mentioned conclusion The reappearance of an attack m 
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Within the ureteral lumen third it must be shown that the 
consistency of this foreign body is that of a urmary calculus 
That an obstruction is present is strongly suggested if the 
ureteral sound is arrested at the same point several times during 
a single seance This suggestion becomes a certamty if a me 
tallic chek IS heard when the sound impmges on the obstruction 
The metaihe chek is rendered plamly audible by the attachment 
of a resoimding disk to the distal end of the sound The use of 
a wax tipped catheter has been suggested for the discovery of 
ureteral stones the argument being that scratches on this im 
pressionable substance will prove the presence of a concretion 
Divisions on this catheter are marked o5 by altematmg black 
and red segments 1 cm m length and these are mtended to 
place accurately the exact location of the calculus But these 
calculations are subject to certam exceptions For example a 
calculus may be covered with debris to such an extent that a 
wax tipped catheter m reaching it may not be scratched at aU 
or a stone resting m a sacculation of the ureter may permit the 
tip to pass by without touching it On the other band the 
wax tip may sustam saatches while passing through the cysto 
scope which likewise may give misleading mformaUon 

As to shadows appearing in the roentgenogram m the ureteral 
region it may be said that shadows of very regular outline 
probably are due to phlebobths or calcified lymphatics while 
those cast by ureteral stones are usually oblong and present an 
irregular outlme Plates taken at different times and showing 
change m location of shadow pomt to the presence of mtra 
ureteral concretions To further insure oneself that he is deal 
mg with an mtra ureteral shadow the following techmc may be 
earned out At the tune of the first mtroduction of the shadow 
graph catheter a small quantity of some contrast flmd — col 
largol silver lodid or thorium — is permitted to flow m slowly 
through the catheter into the meter The catheter is then 
withdrawn and another xray plate is made after the lapse of 
forty-eight hours Durmg this tune the urinary flow will have 
washed the contrast fluid out of the ureter while m the event of 
a urmary calculus particles of the contrast fluid will become 
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those stones of excessive size, or instances m which the calcuJcs 
becomes impacted inside of the \esical end of the ureter 

When one considers that the exposmg of the ureter in lU 
abdominal course is always a prehmmary operation of great dig 
mtj , that denuding the ureter in any great length impbes the 
danger of necrosis of its wall, that subsequent to the ureterotomy 
adhesions may be formed, n hich may lead to a pennanent kmt 
mg of this tube, and that m quite a number of cases pennanent 
ureteral fistulas may result, the conclusion will force itself mlo 
the foreground that ureterotomy is to be reserved for the most 
urgent cases It is necessary to be absolutely certain of 
the diagnosis and location of the stone, the latter m order to 
avoid unnecessarily ertensive denudation of the ureter, there- 
fore the operation must follow promptly the taking of a deosiif 
X ray picture, because uretcrjd concretions may change then 
location very quickly and unexpectedly Only if repeated 
attempts at dislodging the stone by endoscopic methods haw 
failed and if the kidney becomes tender and the quality of the 
urme deteriorates, or if reflex anuna sets in, or if the size of the 
stone makes endosoopic delivery impossible, ureterotomy te 
ccntinuate should be resorted to 

In case the ureteral concretion becomes impacted inside of 
the mtramural (vesical) part of the ureter the indications will 
vary accordmg to the peculiar features of the case If the 
calculus already protrudes partially into the bladder it may be 
dehvered by usmg an alligator forceps through an operatmg 
cystoscope If the constnction around the stone be too tight it 
may be reheved by the use of sassois used through this same 
instrument. If the concretion should be too large for endoscopic 
manipulations or if they should by chance fail the bladder is 
opened and the stone readily removed Cystotomy represents 
an mterferenre of mmor importance and the surgical nsk maj 
be further reduced by the employment of local anesthesia 

The direct dinical diagnosis of ureteral stone is based on 
several essential pomts first, one must demonstrate that a 
partial or total obstruction of the ureter is present, second one 
must show that this obstructwn la caused by a foreign body 



CLINIC OF DR. FRANK. SMITHIES 

Agcustana Hospital 


CASES ILLUSTRATING DISEASE OF THE GALL-BLADDER 

AND THE CONSIDERATION OF 1000 CASES OF GALL- 
BLADDER DISEASE 

PART I 

Case 1. Acute Catarrhal Cholecystitis in a Young Giili with Subsidence 
of Prunaiy Attack and Later Operative Interference for Chrome Catanbal 
Cholecystitis ("Striwherry GaU<bladdet”)* 

Case 2 Long>continued Stomach Trouble Intermittent In Character, 
Later Constant and Complicated by an Acnte Cnsis Associated with Chill, 
Fever, Sweat, and Jaundice Pathologically, Cholelithiasis, Empyema of the 
Gtll'bladder with Gangrene. 

Case 3. A Young Adult Female u Whom Tonstlbtis and Abscesses About 
Canous Teeth were Rapidly Followed by Dyspeptic and Mild Gall-bUddet 
Distress Pathologically, Marked Cboleeysb&s with Cholebthiasis 

Case 4 AnAdultMalewithaTwo^yearHistoryof Intermittent “Stomach 
Trouble" of meet Type, Termlnatmg with Duodenal Stenosis Pathologically, 
Cholecystitis, Adhesions to Duodenoin, Protected Perforation of Large Gall- 
stone mto Duodenum, Duodenal Dicer. 

Case 5. A Six 'Weeks' History of Dyspepsia Associated with Pyloric Ob- 
struction, Weight Loss, Cceheua, and Right Upper Quadrant Tumor. Patho- 
logically, Carcinoma of the Gall-bladder, Cbolehlluasis, Secondary Involve- 
ment of Stomach and Colon. 

Case 6 A Patient Appeanng with Rapidly Enlarging Lower Abdomma 
Tumor. Pathologically, Ovanan Cyst and Large, Thick-walled Gall-bladder 
Containing Many Stonea 

PART n 

Clinical Consideration of Gall bladder Disease Based Upon an Analysis 
of 1000 Pathologically Demonstrated Instances of the Affection. 

Part I 

Eight years ago MacCarty' demonstrated, pathologically, 
that gall-bladder disease is a fonn of inflammatory tissue reaction 
similar in every way to such tissue reaction in other hollow ab- 
dominal viscera. Six years later Rosenow* showed the frequent 
bacterial etiology of such inflammation He appeared to prove 

SOS 
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deposited on the surface and make its outline \ery much more 
distmct m the second x ray plate 

The diagnosis of calculus in^acted m the mtramural part 
of the ureter offers no great difficultj The information demed 
from a complete x ray examination may be augmented by qsto- 
scopic m\ eshgation If the bedc of the cj'Stoscope is pushed 
far mto the fundus of the bladder the mtramural part of the 
bladder is transllluminatcd and the amcietioa will then appear 
as a tlarV shadow withm an area of light, bright red A stone 
that partiaHj protrudes mto the viscus is easify recognized and 
any possible doubt maj be cleared bj mtroducing a sound through 
the channel of the c5'Stoscope and touchmg the suspected body 
with the sound 
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The relationship ol progressive inScction o{ the gall bladder, 
whether such infection be acutely and continuously progressive 
or chronically, continuously progressive, or chronically and inter 
mittently progressive, with respect to its effect upon the tissues 
forming the gall bladder, the contents of the gall bladder and 
the mechanical function of the viscus are observations which re 
quire broader circulation than has yet been given to them 

The cases presented here briefly attempt to show the relation 
ship of inflammatory affections o! the gall bladder with regard to 
clinical symptomatology and associated pathologic changes in the 
gall bladder 

Case 1 Acnte CaUrrlitl Cholecysobs m « Toimg Girl, witb Subsidence of 
Primary Attack and Later Operetive Interference for Chronic Catarrhal 
Cholecystibs ("Strawberry GalLbladder”) 

This patient, a young nurse aged twenty sw, appeared for 
ezammation about four months since At Uiat time, following 
an attack of la gnppc there bad occurred sudden severe, cramp 
like pains m the right upper abdominal quadrant Temperature 
roseto99S®F buttherewerenoduU,sneat or;3undice The 
unne was normally colored Within a few hours following the 
pam (here was pronounced nausea foUowed by frequent vomiting 
of )ellowish green fluid The bowels were constipated The 
abdommal exammation revealed tenderness along the nght rib 
edge, but was otherwise normal 

By rest in bed, rectal feeding, ^tne lavage with hot salt 
solution, and an ice coQ locally to the nght upper quadrant the 
attack subsided within three days and the patient was permitted 
to return to duty inasmuch as she looked and felt entirely well It 
is not uncominon in practice to term these attacks ‘ acute indi 
gesUon ” 

Two weeks ago this patient experienced a drawing or drag 
gmg sensation in the upper right abdominal quadrant, and this 
distress has been constant At times the distress has been punc 
tuated by sharp, colic like pam without any area of transmission 
There ^seoos dltention in the epigastrium and 

a leehng of crowduig about the heart violent belching at times 
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that bactena are ccrtamonly first earned to the gall bladder by 
way of the bfood-stream, and that when such are found m tie 
contents of the gaO bladder they have been cast off from the wall 
of the viscus as inflammatory by products Recently, from the 
surgical «ewpou3t, Roirfei* has cmphasired the progressr^-e, n 
fiamautory features of gall bladder aibnents, and with a sna2ar 
conception, Cheney* has studied S6 cases 

It IS unfortunate that the above menuoned facts that hate 
been established b> bacteriologists and which have occasionally 
been emphasized by c tmigatis have not as yet rcttived proper 
recognition from practiUonets m general or even mtemiats acd 
surgeons of Urge hospital erpenence 

It Is common in ihia cliruc as it u in other? to have instances 
cf gall bladder disease brought lor etamination or treatment with 
diagnoses not rarely profevsionallv given of "dy^>epsu “in- 
digestion’’ bj-perchlorbydfu or pepQc ulcer ' It is by co 
means uncommon to have such pauents give hutones of long 
continued courses of treatment directed toward the relief of aa- 
omahes supposed to be pronary m the stomach. Many such 
patients have had various types of medical ulcer cure onlylo 
eventually be demonstrated at Uparftomy and Uter patio- 
logically as instances of fong-sundmg gall I Udder disease Its 
I, espeoafly the case 10 individual below the age f f thirty years, 
in whom it is common practice to a cribe any digestive t^set 
associated with the symptom of hyperchlorhv dna as being due 
to peptic ulcer Ithasnot asyti beerme g-nerallydisseminated 
hnowledge that true peptic ulcer u a rare tiading at laparotomy 
or autopsy in individual below the age of thirty nor has it been 
safSaeatly emphasized that in the young eT»aally scKalled 
hyperdilorhydna symptoms do not o( ntcessity meanmaeased 
aad in the stomch. Abundant evidence at hand cstabhsius 
the fact that many symptoms of vs-cal'cd hyperaodit/' are 
merely manifesUCoas of abnormal motor activity on the part 
of the stomach— pylonc spasm gastric spasm spasm at the 
cardia, or the regurgiUtwn of nonnafly aod gastnc contents into 
an esophagus accustomed to harbor maierul that u altalme or, 
at the outside, neutral in reactwo. 
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The relationship of progressive infection of the gall bladder, 
whether such infection be acutely and continuously progressive 
or chronically, continuously progressive, or chronically and inter 
mittently progressive, with respect to its effect upon the tissues 
forming the gall bladder, the contents of the gall bladder and 
the mechanical function of the viscus ate observations which re 
quire broader circulation than has yet been given to them 

The cases presented here briefly attempt to show the relation 
sbp of inflammatory affections of the gall bladder with regard to 
clinical symptomatology and associated pathologic changes m the 
gall bladder 

Case 1 Acute Catarrhal Cholecfstitis m * Yotisg Girl, with Subsidence of 
Primary Attack and Later Operative loterferenee for Chrome Catanbal 
ChoIecysUtis Strawberry Galt bladder*'} 

This patient, a young nurse aged twenty six, appeared for 
ezaounatioQ about four months since At that time, foUofrtQg 
an attack of la gnppe, there had occurred sudden, severe, aamp 
like pains m the right upper abdominal quadrant Temperature 
rose to 99 S® F but there were no chill, sweat, or jaundice The 
unne was nomally colored Within a few hours foUowmg thn 
pain there was pronounced nausea followed by frequent vomiting 
of yellowish green fluid The bowels were constipated The 
abdommal exammation revealed tenderness along the right nb 
edge, but was otherwise normal 

By rest m bed, rectal feeding gastnc lavage with hot salt 
solution and an ice coil locally to the right upper quadrant the 
attack subsided within three days and the patient was permitted 
to return to duty masmuch as she looked and felt entirely well It 
is not uncommon in practice to terra these attacks “acute mdi 
gestion ’ 

Two weeks ago this patient expenenced a drawmg or drag 
gmg sensation m the upper right abdominal quadrant, and this 
distress has been constant At times the distress has been punc 
tuated by sharp, cohc like pain without any area of transmission 
There have been much gaseous distention m the epigastnum and 
a feeling of crondmg about the heart violent belching at times, 
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some nausea, bat >xgnjtiag onl\ once Tte voiaitus was grccsi 
■\-eUow and szaaQ m amounL Tbe bowels ha^-e been constated, 
tbe appetite poor 

Tbe abdominal examination when the patient was £rst «ec 
revealed nothing abnormal other trndetness along the n^* 
rib edge, dnlness on perci-ssicin o^-w the theoretic gall bladder 
zone, and gaseous dirtention of the cecum and ascending co’‘Tn- 
The 'tcmach showed no retention, free HQ was 30 the total 46 
the irav plate negative, «tooh. contained hj-drobUmibj and 
there was no bile present in the enne Tie white count iras 
11000 of which 76 per cent were polj-nudears. 

On account of thia patient’s conriact distress and the mis' 
fercnce with her ocaipatjon and la view of the past historv and 
present local findings, exploratory laparotcaav was adsveA 

disdo«ed a gratis distended gall bladder, 2?0 cA 
of thick, brown mucoid bOe containing much granular matenJ 
drawn off through a trocar Tie wulL of the gall bladdff 
were edeialoua, the mucous ccab-ane thickened and presat 
if-g a «ti5wberrv red appearance. Tbe h-mph-nodes along tie 
common b3e^uct were gratlv enlarged and there were foar4 
edhesions between the gaD bladder and the daodenun Th* 
appendix was chrorucalh inflamed dolecwtectomv and a?" 
pendectemv were performed 

The above case would appear to enphasize the relabon-h^* 
of a guppa l infection toward tbe produeboa of a choleoTbCs 
the «TileideEce of the acete infection but the «tradj onward 
pfogresa of the inflammatory changes «o that witiun a few fficctb> 
i-fchanical interference to the free empUmg of the gaD bladder 



lavoh-ecent along the cena noa duct and the fine adhesions be- 
tffeej the gsD-bladdcr and the duodenum are tangible eiadences 
of tbe invasion ©f infection into ^arrounding structures. 
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Case 2 Long'Continued Stomaelx Tro*>l>Ie latemdttent m Character, Later 
Constant and Complicated t>7 an Acute Crisis Associated srith Chill, Feeer, 
Sweat, and Jaundice Pathologically, Cholelithiasis, Enipyetna el the 
Gall htaddec with Gangrene 

This second patient, a matncd wottian aged thirty four, who 
has borne two children and in the past has been affected wth 
measles, smallpos, and pneumonia, was apparently well until ten 
years ago She then experienced attadcs of stomach trouble 
comin g on several tunes a year These attacks would last from 
a day to a week or so In the attack the patient experienced 
nausea pam in the cpigastnum, gaseous distention, and would 
occasionally vomit The epigastric distress never amounted to 
severe pam It was usually tcheved by hot applications, hmi 
tation of food, and emptying the bowels 

Two years ago the patient expenenced a sharp, stabbing pain 
along the right rib edge The pam radiated through to the bade, 
came on suddenly, and required morphin for its rehef There 
were no vomitiDg, dull, fever, sweat, or jaundice These attacks 
ha^'e been very frequent since that tune, and have come on once 
every three to five weeks Two months ago there was an espea 
ally severe attack, accompamed by vomiting of very sour fluid 
and possibly a slight ictoic tmt to the sclera The attack was 
relieved by initial doses of morphin, followed by fasting and 
catharsis Since the last severe attack there have been sour 
eructations immediately after eating, epigastnc burning and 
some nausea The distress has been relieved by frequent doses 
of bicarbonate of soda 

Just before entering the hospital a week ago, shortly follow 
mg the evening meal, there were rather pronounced nght upper 
quadrant distress but not nearly so severe as had been previously- 
experienced, some retching, but no vomitmg and a feelmg of 
‘ being sick all over " The paPent was brought to the hospital 
and the temperature found to be 102 4” F and leukocytes 18 000 
of uhich 86 per cent were polynudears There was right upper 
quadrant distention, spasm of the nght rectus, dulness to per 
cussion over the right upper quadrant, and gaseous distention 
of the colon There was no jaundice the stools contained bile- 
pigment and the unne was free from bile coloring 
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LaparoUmy (which appeared to be urgent on account of 
pre\ious attacks, suddenl> de\elojang temperature, with leuko- 
cj^tosis and the right upper quadrant distenbon, with marked 
spasm of the rectus margm) disclosed a greatl> distended gaH 
bladder, fieij red in color, with large, inflamed glands about the 
cj'stic and common ducts At aspiration nearly a liter of foul 
smellirg pus flowed from the gall bladder The mucosa of the 
gall bladder was gangraious in patches, and toward the c>'Stic 
duct lay two large gall-stones A portion of the gall bladder was 
attached to the b\'er, and at this point gangrene had occurred, 
with resultant «mall localized absce«s in the h%‘er 

This case would appear to emphasize the possibilit) of long 
contmued gaH bladder infection becoming complicated bj gall 
stones, with resultant interference of free emptjmg of the gall 
bladder, diminution m gall bladder resistance, and an acute 
lighting up of mfectton la the ^ bladder wall , with rapid tissue 
destruction gall bladder distention, and threatened rupture 
Tie inflammator} exudate from the gaU bladder wall and the 
presence of rapidli progressing %uulent infection quickly ac 
cumulated, wi^ concomitant sxatemic manifestations of mfec 
bon. Emphasis should be placed upon the few se% ere symptoms 
anerng at the time when the most marked pathologic changes 
were occumng in the gall bbdder 

Cue 3 A Tonng Adult female in Whom Tonsillitis and Abscesses About 
Canoos Teeth were Rxpidlj Followed Vx Djspepbe and Mild Gall-bladder 
Distress. Pa&oloticaltr, Marked Catairbal CbeletTstitis with Cbolelitb- 
laas. 

This >'Oimg immamed girl aged twent> -one was m perfect 
health unt3 three months ago At that time she consulted a 
pM'siaan on account of an acute tonsilhtis A month since, the 
acute affecbon haMUg sub«ided the tonsils were remoted. At 
the time of tonsfliectom} se%eTa] decajed teeth were observed, 
and radiograms «howed abscesses about one lower molar, one 
upper cmune, and two upper inasors Three weeks since the 
patent began to expene“ce pain m the left ear the throat and 
the right epigastnum The neck and throat pains were neuralgic 
or rheumatoid m character, while the abdominal distress was a 
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dull achiBg sensation, with occasional sharp, cohf^y twinges 
The distress was most marked immediately after eatmg and at 
night after gettmg to bed There were nausea (almost constant), 
but never vomiting, anorexia, belchmg of gas and occasional 
regurgitation of food The bowels were constipated 

At the tune of entering the hospital the physical examination 
showed nothing abnormal except mild secondary anemia, en 
larged cervical lymph nodes, moderate gaseous distention of 
cecum and ascending colon and pam on deep pressure m the 
region of the gall bladder This tender area was dull to percus 
sion but on Roentgen examination revealed no atj’pic shadows 
The urine contamed no bile coloring the feces were normal m con 
sistency, and ga\e positive lest for hydrobilirubm by the Schmidt 
hichlond technic The patients persistent nausea anorexia, 
epigastric distress and general weakness, taken m association 
with the history of the de\elopment of the digestive upset, de- 
termined treatment by laparotomy 

At laparotomy a gall bladder very edematous thickened, 
and adherent was demonstrated On opening the gall bladder 
one large cholestenn stone (2 cm in diameter) numerous small 
yellow cholestenn stones varying m size from a millet seed to a 
split pea were present The mucosa of the gall bladder was 
congested granular in appearance and the lymph nodes along 
the common duct were greatly enlarged The gall bladder was 
remo\cd, and at the same tune several of the decayed teeth were 
extracted Cultures from the teeth the gall bladder wall and 
the small cholestenn stones revealed streptococci apparently 
of similar tjpe 

By the above case it would appear that we have an instance 
of rapidly developing gall bladder wall infection secondary 
changes in the gall bladder contents with alteration m the bile 
and the early formation of gall stones From the history of ab 
sence oj abdominal complaint and dyspeptic upset previous to 
the acute tonsillitis it w ould seem that the throat infection mam 
tamed a significant etiologic relatiomhip toward the gall bladder 
disease The presence of abscesses a^ut teeth roots and the 
findmg of a culturally similar strqjtooicci in the exudate about 
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the teeth m the gall bladder mil and in the small gall-stoces 
would apparently substantute this \aew of the cause of the gaH 
bladder disturbance 

Case 4 Aa Adolt Uale with a Sstoij of lotermitteBt "Stoaud 

Trouble” of Ulcer Type Tenniaatiag vith Uoodesal Steaosjs. Fi:b> 
bpctOyi Cbolecyabtis Adhesions to Doodenffin, Protected Pedontica 
of Lsrse Gsll-<toae tnto Doodeansi, Doodensl Ulcer 
TIus patient, a fanner aged thirty -eight claims to haw been 
in perfect health and free from any contagious or infectious ail 
ment untO two years since At that time he cspenenccd a dys- 
peptic disturbance It was intermittent in character, the penods 
of discomfort occurring e\ery three weeLs to two months. At 
the time of the dyspeptic upset there was epigastnc distress 
sometimes gnawmg or bunimg nei er sei ere enough to be called 
actual pain or colicky The distress appeared from one to three 
hours following food intake and was promptly and constantly 
rebel ed by the ingestion of food The distuibaace appeared mere 
pronounced in the spring of the year Ptmng the past four 
months the distress has been more or less constant About 
SIX weeks ago there was <barp sudden pam in the pit of the 
stomach the pam required morphm for relief, and rathated 
straight through to the back. Following this sudden se%-ere paia 
there was diarrhea for four days and within two weeks a con 
slant dy-^ep^ia aro^ characteiwed by \omiting four to sir 
hours after eating or at night (the mautus frequently being of 
the rrtenPon type) nausea sour eructations belching of gas 
anorexia constipation and persistent but gradual weight loss 
Phi'sical examination at the tune of entry showed a well 
del eloped male m fair condition of nounshment, there was no 
anomaly of pulse temperature or respiration the sclera were 
not jaundiced there were se\ cral infected teeth roots andmcxler 
ately large infected tonsils The abdominal examination was 
neg2tJ« with the exception of «^asUaty of the nght rectus 
muscle and slight tenderness on deqi palpation m the nght upper 
abdominal quadrant 

The bemoblogin was 7o per cent white aiunt 9000 V> asser 
pann negative 
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The test meal revealed persistent twelve-hour food retention 
The free HCl 30, the total aadity 84 Test for blood and bile 
in the gastnc extracts were negative Microscopically, there was 
a great excess of actively budding yeasts and many bacilli of the 
colon group 

The stool contained small amounts of undigested food, es 
peaallymeat fibers, the benadm test was persistently positive 
Hydrobilirubin was present by the Schmidt test 

The Roentgen examination disclosed partial pylonc and 
duodenal obstruction, fixation of the duodenum, and secondary 
dilatation of the stomach The gastnc emptying power was 
retarded so that the stomach held banum mixture longer than 
twenty lour hours 

At laparotomy a dense masg of adhesions formed a tumor the 
size of a small grape-fruit, bmdmg tightly together the gall blad 
der, the liver, the pylonc end of the stomach, duodenum, and the 
pancreas The gaU bladder was thickened, very vascular, and 
attheporntwhereitwasmostcloselyadhetentto the duodenum 
had perforated into the duodenum, with resultant duodenal 
ulcer A large gall stone was embedded in the adhesion at the 
edge of the point of fistula between the gall bladder and duode 
num 

The duodenal ulcer extended into the head of the pancreas 
The gall bladder, ulcerated portion of the duodenum, and the 
pylonc sixth of the stomach were removed by Dr Nelson Percy 
and gastrojejunostomy performed The patient made an un 
eventful recovery 

In the above case, chronic focal infections about the mouth 
and throat would seemingly present an etiologic foundation for 
a slowly developing gall bladder malfunction It would seem 
from the history and laparotomy findmgs that the advance of 
disease in the gall bladder had been extremely gradual and with- 
out symptoms until fistula between the gall bladder and the duo- 
denum occurred While it is impossible to state that the duode- 
nal ulcer did not become adhoent to the gall bladder and the 
ulcer perfoiite mto the tiladdes Vfrtii secondary tberatsnti 
of the large gall stone, it would seem more likely that the chron 

vot. »— 33 
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icaUy inflamed gall bladder containing the stone became adherel 
to the duodenum, and that this resulted m disturbance of duo- 
denul function with fonoation of ulcer either as a consequence of 
this disturbance or due to the actual perforation of the stone mto 
the duodenum The case further emphasizes bow impossibk it 
IS from cluucal history alone to detciimnc m a patient presentog 
e\en clean-cut ulcer symptomatology that the ulcer judged to be 
present from climcal course repre<ents all of the pathology that 
may be re^ealed at laparotomy This case also furnishes a sj 
ruficant hint regarding the limitation of so-called medical ulcer 
cure with respect to the halting of pathologic changes occumug 
m the duodenum or m neighbonng structures 

Cases A Six Weeks’ Histo(7 of Djsjteptui AssMiated wtUi Prlonc Obsim- 
tioa. Weight Loss, Cechena, and Right Upper Qntdraot TnaiM Pathe- 
logieaDy, Caranoraa of the GaO-btadder, Cholelithiasis, Secooluy t»- 
Tolrement of Stomach and Colon. 

This woman, aged flfty-six, znamed, and haMog gi^'cn birth 
to ten diUdren, was entirely well until eight years since, at which 
time she bad a laparotomy for an acute appendiatis. There ns 
good recmet^ 

Six weeks ago, without any apparent cause, the patient 
ited partly digested food a half hour after eating Since that 
time has had constant nausea, the smell of cooking pardcuhrly 
aggTa%‘ating the nausea, she has \x>miled da3>, ukially after 
the evening meal, and tbe\omitus has been of the retention tjpe. 

There ha>e been upper epigastric distress without definite 
pain, a feelmg of pressure beneath the Ii% er and the heart, consti 
pation, weakness, and a loss in weight of about 20 pounds dunng 
the past two or three months 

At the time of entry the patient appeared moderately well 
nourished but rather pale, there was a small fetal adenoma of 
the tbjTOid isthmus, a well-compensated mitral regurgitation 
and, upon abdominal examination, a firm, well-defined, hard not 
tender, deeplj fixed m ass was demonstrated m the right upper 
quadrant- The edge of the bver was palpable and irregular 
The test meal showed twehe-hour retention, an excess of 
mucus, free h>drochlonc aad absent, total aadit> of 32, positive 
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benzidm test, and, microscopically, food remnants, yeasts, and 
a few long bacilli of the Boas Oppler group 

The stool contained hydrobilinibin by the Schmidt test and 
definite amounts of altered blood by benzidin test 

The X ray examination disclosed pylonc obstruction and a 
filling defect due to tumor involving part of the antrum, the 
pylorus, and obliterating the duodenum There were fixation of 
the pylorus and secondary dilatation of the stomach Explora 
tory laparotomy appeared the only course of procedure 

At laparotomy a huge, cancerous mass, apparently ansmg 
from the gall bladder, secondarily invaded the duodenum, the 
pylorus, the head of the pancreas, and the liver In the cancerous 
gaU bladder were found several cholesterm and calaum stones 
Antenor gastro-enterostomy was performed with pylorectomy 
and cholecystectomy 

The above case emphasizes the possibihty of long continued 
gall bladder disease assoaated with gall stones and later a 
development of extensive roabgnancy The entire pathologic 
^mut, from acute simple mfianunation to exuberant malignant 
hyperplasia progressed with no noticeable symptoms until the 
tumor mass invaded digestion viscera The secondary invasion 
of hollow Viscera rapidly resulted m obstruction to the onward 
progress of food This mecbamcal anomaly led the patient to 
seek medical advice and offered opportunity for a study of the 
cause of the digestive upset 

Case 6 APatientAppeanoKwiihRipidljEnlarpog Lower Abdonunal Tumor 
Pathologically, OTartan Cyst aod Large, TUok walled Gall-Maddet Con- 
ta min g Many Stooes 

This woman aged fifty years with a previous negative his 
tory, seeks relief for a rapidly developing abdominal tumor as 
soaated with weight loss nausea, constipation and dysuna 
The tumor became noticeable to the patient about two months 
since, and has increased m size very rapidly during the past three 
weeks There have been no symptoms other than those above 
enumerated 

Upon entry the physical examination revealed a somewhat 
cachectic female whose abdomen presmitcd a globular swellmg 
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ically inflamed gall bladder containing the stone became adhermt 
to the duodenum and that this resulted m disturbance of duo- 
denul function with fonnation of ulcer either as a comequenctcf 
this disturbance or due to the actual perforation of tbe stone into 
the duodenum The case further emphasizes how impossible it 
IS from clinical history alone to determine m a patient presentmg 
even clean-cut ulcer symptomatology that tbe ulcer judged to be 
present from climcal course represents all of the pathology that 
may be revealed at laparotomy This case also furnishes a sig 
nificant hint regarding the Iinutation of so-called medical ulcer 
cure with respect to the halting of pathologic changes occumng 
in the duodenum or m neighboring structures 

Case 5 ASiz Weeks History of DrspepsUAssoeutedmtbl^loncObUnc- 
tioiii Weifibt Loss Ceekena, and Upper Qnidrant Tpnor Ptdi^ 
loeicallj Ca/einoma of the Gall hUdder Cholelitbiasis, Secondary lo- 
Tolrement of Stomach acd Colon. 

This woman aged flft>-six mamed and havug gi'en birth 
to ten chOdreo was entirely weU until eight years smce atwhich 
time she had a laparotomy for an acute appendiotis There w*s 
good recovery 

Six weeks ago without any apparent cause thepatentvoin 
ited partly digested food a ^If hour after eating Since that 
tune has had constant nausea the smell of cooking particulaib' 
aggravatmg the nausea she has vomited daily usually after 
the evening meal and the vemutus has been of the retention 
There have been upper epigastric distress without definite 
pam a feelmgof pressure beneath the hver and the heart consti 
pation weakness and a loss in weight of about 20 pounds during 
the past two or three months 

At the tune of entry the patient appeared moderately well 
nourished but rather pale there was a small fetal adenoma of 
the thyroid isthmus a well-compensated mitral regurgitation 
and upon abdommal exammatioa a firm well-defined hard not 
tender deeply fixed mass was demonstrated in the right upper 
quadrant The edge of the liver was palpable and irregular 
The test meal showed twelve hour retention an excess of 
mucus free hydrochloncaad absent total aadity of 32 posiUve 
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average age was for females 41 9 years and for males 44 S years 
It would thus appear that gall bladder disease is evidenced rather 
later in hfe m males than in females 

The miTum u m age was m females thirteen years and m males 
fifteen years In both these instances cholecystitis was comph 
cated by cholehthiasis 

The maxunum age was seventy si* years for each sex In 
the female patient there was a thick gray fibrous gall bladder 
containing 26 large brown facetted stones one of which lay m 
the cystic duct m the male there was found a very tense, en 
larged and adherent gall bladder stone free 
TABLE I 

Sex {uni Gaie^buodbii Diseaiz 
Femalc^ 672caEes 

Hales 328 

(JSiUt^Femskt to Males u 2 05 I) 

Aqe m Relatiov to Gali>Bladoe* Disease 
FmtUi 

Mo. Pt eenL 
12 18 
tl8 17 6 
169 25 2 
183 27 2 
121 180 
60 89 

9 13 

13 years 
76 


Agt. 

Under 20 years 
20 to 30 
30 to 40 
40 to 50 
50 to 60 
60 to 70 

Over to 

M n mum age 
^taximum rsrr 
Average female age 
Ave age male age 


2 06 
41 12 5 
75 22 9 
85 259 
85 2S9 
34 10 3 


30 to 60 years 
70 4 pet cent 


Ale 

Uoder 20 years 
20 to 30 
30 to 40 
40 to 50 
SO to 60 
60 to 70 
Over 70 

Minimum age 
lilazimum age 
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in the lower epigastnum extending abo\ e the navel The 
iDg was the size of a distended football, and upon palpebm 
seemed mo\'abIe, elastic, and filled with fluid. On banisn] 
\'agmal examination, the tumor appeared to be connected 
the nght o\-ary and manifested charactenstics of ovarian cp* 
At laparotomy a large ovarian cj-st of the simple ^pe ns 
demonstrated, and during the general abdominal exploratico t 
large, thick, axlherent distended gall bladder filled with raiej 
impacted stones was demonstrated The gall bladder and the 
cj’stic tumor were removed 

The above patient illustrates \ eiy fordblj the facts tict 
slowlj progressmg long-continued gall bladder mflaminatoj 
changes, associated with stone production, ina> be presenl ap- 
parently for a long time without giving nse to such clinical srej- 
toms as are commonly associated with gall-stones and with gjH- 
bladder disease Only the acadental dei'elopment of another 
Q-pe of abdominal complamt leads to laparotomy, at whsdi 
time the marked gall bladder changes are di5co% ered. 

The wide I'anaQon in ^mptomatology, etiology, and patli 
ologic dianges occumng in gall bladder disease is abusdutly 
emphasired b> the cases here presented It would ippear cp- 
portune at this time to review the senes of patients affected 
with gaH bladder disease that I hai-e recently classified 

Pakt n 

exOTCAL COirsmzRATrOK OF GILUBLADDZR DISEASE B1S£D 
UPOKAK AlTALTSlS OF 1000 PATHOLOGICALL7 DEMOJ 
SIBATED ETSTAKCES OF THE AFFECnorr 

Sly rgxJrt attempts to set forth ceztam useful facts that have 
become evident from an aoal^'sis of 1000 consecutii e, operativdy 
demonstrated instances of gall bladder disease The recont and 
pathologicreportsarethoseoIhoqMtalpatieiits Theyhavebeei 
accnmulated during the past e and a half j ears 

Q^eral Consideration. — I Sex — There were 672 female and 
328 male patients — t e rather more than twice as many females 
as males (ratio 2 Oo 1) 

2 Age— age for the senes was 43 2 >-ear3 The 
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TABLE n 

Showing the Relationship op Bactepemus Septicemias or Chronic Lym 

PHATIC INPECTIONS TO GaU. BLADDER DISEASE 


Typhoid fever 
Measles 

Chronic tonsiUilis 
ScaiUt lever 
Pneumonia 
Infected teeth 
Chronic rheumatism 
Malana 

Whoopmg-cough 
Lagnppe 
Mumps 
Diphtheria 
Chicken pox 
Chrome sore throat 
Chioue bronchitis 


Casee Per cent. 
206 206 

180 18 0 
146 146 

145 14 5 

115 115 

93 9 3 

92 9 2 

87 8 7 

75 7 5 

66 6 6 

62 6 2 

47 4 7 

47 4 7 

46 46 

20 20 


Table II presents significant information with respect to 
infectious ailments and gal! bladder disease It is apparent 
that while typhoid fever is the most common febrile or infectious 
disorder assocuted with gall bladder affections, yet, well toward 
the top of the hst, are many so caUed “children’s diseases ’ Par 
ticularly prominent ate those ailments which present character 
istics of bacteremias or of low grade, persistent or recurrent 
mfections of lymphatic tissue In many of these ailments strep 
tococa, diphtheroid baoUi and micrococa are fairly constant 
findings Their importance with relabon to concomitant or 
future gall bladder disease is emphasized when it is recalled that 
the experimental mvestigations of Rosenow have seemingly 
demonstrated a peculiar affimty of organisms of the coccus group 
for the walls of the alimentary tract particularly that of the 
gall bladder These bacteria are quite oimmonly found m the 
gall bladder mucosa, m bile, and m the mtenor of gall stones, 
in fact, they would appear to occur more frequently than do 
organisms of any other type, not excluding Bacillus typhosus or 
B coh It IS therefore, evident, how important, etiologically, 
the history of such ailments as measles scarlet fever tonsilhtis, 
“rheumatism,” whoopmg-cough, la gnppe, mumps diphtheria, 
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Table I empbasiaes that in females rather more than 70 per 
cent of instances of gall bladder disease occurred between thirty 
to sixty years while in males nearly 7a per cent of cases fell 
in a like penod Practically the same number of cases were 
demonstrated in each sei between twenty to sixty years (88 
per cent ) 

3 Bereditary Disease — From 90 patients (9 per cent ) there 
was obtamed reliable information respectmg the appearance of 
mahgnant disease in blood rehtii es It is interesting to note 
that there was an hereditary history of cancer in but one of the 
neoplastic gall bladders of the senes 

A family history of gall stones was obtained from 10 patients 
(1 per cent ) 

4 OperaU e Procedures Prmous to Coning Under Observclton 
—From S4 patients (8 4 per cent ) the appendices had been re* 
mo% ed in 23 cases (2 3 per cent ) cholecystostomy bad been per 
formed while 7 patients had chelecystectoniized (0 7 per 
cent) Upon 48 patients (4 8 per cent ) pel«c operations had 
been done either for the correction of real malformations or to 
reheiT reflex dyspepsias F«e patients had been gastro- 
enterostomued in the attempt to cure existing or suspected 
peptic ulcers In none of these cases had the gall tract been 
surgically treated 

5 Prerioas Injechoits Diseases — Only information of rela 
ti^e accuracy can be presented In numerous histones all ill 
nesses occurring from birth to ynung adult Me are summed up 
by the >'3gue term children s diseases Such a phrase newr 
should be permitted m any history unless definitely qualified 
Recent bactenologic and pathologic adNnnces ha\e taught that 
many ailments common to the early years of life are responsible 
for serious local or systemic damage in later > ears This la par 
ticulaily true of the acute exanthemata and of inflammations of 
lympho d u^s^e 
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pendix and gall bladder disease has been frequently commented 
upon MacCarty' found defimte gross and microscopic appendix 
lesions in 69 per cent of S9 patients operated upon for gall blad 
der affections In my senes 84 patients (8 4 per cent ) had had 
their appendices removed before coming under observation for 
the gall bladder ailment At the laparotomy for the latter m 
682 cases (68 2 per cent ) there was suffiaent pathology to warrant 
appendicectomy Combining the two obseivaticms it would seem 
that of 1000 mstanccs of gall bladder disease in 766 patients or 
rather more than 3 out of 4 the appendix was also abnormal In 
many patients the "histones indicated appendiceal disturbances 
before gall bladder function was so sufSaently unpaired as to 
give nse to definite symptoms 


TABLE in 

SeiOIABY or FlHDINCS AT Lapabotouv 


CboIeci^UUj with iC0D«4 m 
Cholecystitis «iih saady biJc 

I Without stoaes lo 
Cholecystitis without stoaes 




$09 cases or $09 per cent 
46 46 

23 2 3 

430 43 0 


Appendu disease 
Gastne ulcer 
Duodenal ulcer 
Castnc cancer 
Fanoeatitis 


AssoaATTD Lesions 


(Acute 2l 
\ Chronic 63 ] 

Eflurgrf ly„,ph-jUnd, f 5“ 

{ Afslienaiit 


Csies- Perceat. 
682 682 

43 4 3 

37 3 7 

14 14 

65 6 5 

124 12 4 

11 11 


liver enlarged 


Total 


135 135 

73 7 3 


Table III details valuable information with regard to other 
le&iocs assoaated with gallbladder pathology Evidences of 
the actively progressive infective nature of gall bladder disease 
we abundantly demonstrated by the observation of enlarged 
ymphatic glands m 124 cases (12 4 per cent ) chronic pancre 
atitis tilth enlargement m 63 cases (6 3 per cent ) acute pancre- 
atitis with hemorrhage and fat necrosis m 2 cases and enlarged 
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etc., maj become with respect to digestive anomabes, whether 
the upset occurs at the tone of the acute, infectious ailment or at 
some future date The demonstration, at physical erammabon, 
of infected gums, head smuses, maaUa;, jomts, tonsils and super 
fioal lymph gland chains further emphasues a probable causa 
tive agent in the production of alimentary tract disturbances. 
There were 1 12 patients (II 2 per cent) m the senes m whom acute 
infectious ailments seemed to be directly responsible for the 
initial evidences of gall bladder disease or for crating to actiw^ 
processes previously quiescent 

In some way pregnancy or cktUbtrth appear to afiect gall 
bladder functiorL A defimte relabonship was manifested by 65 
of our cases (6 5 per cent ) In such a physiologic state a demand 
for increased activity from the hver, gall bladder, and the 
tary tract may be «uffiaeat to disturb even the normal bHiary 
mechanism If demand for excessive functioa be made upon a 
gan trad already the seal of disease (as a low-grade infection) it 
would appear reasonable to expect bactenaJ proliferation and 
inflamma tory change, permissible as a consequence of lessened 
local tissue defense 

Laparotomy rmdmgs -1 Of the senes of 1000 cases, non 
mahgnant cholecystitis associated with mlcuh was demonstrated 
in 509 patients (50 9 per cent ) In 46 patients (4 6 per cent ) 
the inflamed gaU bbdder contamed altered bile mixed with sand 
like substance Twenty three (2 3 per cent ) were affected with 
mahgnant disease of the gall bladder and m 16 patients of thb 
group (69+ per cent) gaU stones were present In the remam 
mg 7 cases it was not possible to prove the previous presence of 
stones, although in 4 cases the early histones suggested them 

There were 430 cases of cholecystitis (43 per cent), in 
which neither gall-stones ‘ smd ” nor mahgnancy were deinon 
strable These gall bladders aU exhibited defimte evidences of 


aSi-e rrorfaltly of 5 9 per cent 

2 Associated Lesiors—Tbe concomitant inadence of ap- 
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have as their nuclei agglutinated bactena, preapitated mucus, 
or cellular dibrts There is usually an excessive secretion of 
cholestenn 

In our senes there were 228 cases (23 2 per cent ) of acute 
or subacute catarrhal cholecystitis Stones complicated in 51 
per cent , “sand” m 8 per cent Many of these gall bladders 
would undoubtedly have remained untouched had not the his 
tory of frequent infections and of dyspeptic upsets, the ap- 
pearance of the bile obtamed upon gall bladder puncture, the 
presence of stones or * sand,” the vasculanty of the gall bladder 
wall, or the finding of enlarged lymph nodes along the bile 
ducts directed speaal attention to the gall bladder Tissue cul 
toes show that from such type of gall bladder positive growths 
are most commonly obtained Bile, mucus and stone cultures 
also yield the highest percentage of positive growths The 
organisms most commonly found are non hemolytic streptococa 
colon bacilli, staphylococa, and fusiform bacilli Ttssue culture 
of the gall-bladder uiall may be postlne, and yet the contents of 
the gallbladder practically negative There may be several 
oigamsms cultured from both wall and bile The enlarged- 
hmpk glands along the bile-ducts may return organisms similar 
to those of the gall bladder wall and of the bile The streptococ 
cus appears to have a peculiar aflSmty for the lymphatic chain 
drammg the gall bladder 

If no acute crisis supervenes or if there is no operative inter 
ference, “acute catarrhal cholecystitis ’ may progress to the 
chrome form—viz , strauberry gall bladder Here the mucosa is 
most greatly affected It is congested, strawberry red, and vel 
vety The apices of the viDi become eroded and lose their 
epithehum Consequently yellow specks dot the reddened 
mucosa They represent mmute bits of scar tissue where the 
epithehum has been destroyed These jellow specks are fre- 
quently wrongly considered to be fine stones of “sand ” 

The gall bladder wall may still exhibit httle gross change 
There is commonly however, some edema and thickening The 
thickemng may m some instances be pronounced The con 
tents of the gall bladder may be merely thickened bile or mucus 
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liver m 73 cases (7J per cent ) The presence of peptic etc 
(gastnc and duodenal) in 80 patients (8 0 per cent) may be mrt 
than a pathologic coinadence It certainly indicates Imutatjct 
m the diagnosis and pcc^osis of both ailments 

Pathologic Changes in the Gall-Bladder —A working knoTl- 
edge of the nature and character of the pathologic changes oc 
cumng m the gall bladder would appear to be essential for a 
proper appreciation of the dinical mam/estatioiis for whidi ticse 
pathologic alterabons may be responsible It is an unfortunate 
fact that to both the lay and the professional mmd gall-bUdde' 
pathology means largely bte stage affections, as gall-stons, 
obstruction, perforation thickening or fibrous adhesions. Tt* 
a\erage text book coosideis cholecystitis in a N'aguc onctrtin 
way, as though it were no/ an atlmtni suond in frequency of cJ 
intra-ohdorntnal dtseoie only ta lesions of the appendix Coas^ 
cholelithiasis meets reception as an acute dramatic, abdcciss! 
cnsis, in which the chief rflles are played by colic, chiD, few 
sweat, and jaundice 

The baas of gal] bladder pathology is largely the reacooa d 
four layers of tissue to infection. The infection is most eomatorlr 
blood borne It is quite likely that bactem first produce chanfo 
in the mucosa and «ubinucDsa. Such changes consist m congts- 
tion and infiltration of the mUi with lymphocytes {eaianhd 
choUeysUUi) In situ the gaU bladder, grossly , to sight or tend 
presents no marked i-anatioo from the nonnal The palpatic? 
^anf] of the airgeon detects no abnormahty Unless there his 
occurred excessn e mucus excretion and the bile is so thickened 
that it IS forced through the gall^lucts with difficulty , such giD- 
bladdeis are commonly pronounced ‘ normal,'’ and remain un- 
touched Yet this type of gaU bladder is seemingly the founds 
tton ^"pe for the majonty of gaD bladder ailments It is also th^ 
actiTCly infected type Indeed it most frequently furnishes tie 
purulent, necrotic, gangrenous and perforati\-e complications- 
The whole gall bladder need not be m\ohed. The fundus B 
quite commonly affected early and remains infected longest The 
contents of the gall bladder are usually thick bile mixed with 
mucus. Stones or “sand ’ may form within a few weeks They 
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this distress later takes on the character of a malignant disease, 
that we can surmise that the ‘'umtation,” so called, from long* 
existing gall stones has contributed to the onset of cancer If 
in the course of the benign ailment gall stone “colics” and signs 
of bdiary tract obstruction are exhibited the case against calculi 
as instigators of mahgnant disease is more strongly estabhshed 

There were 23 cases of cancer of the gall bladder in my senes 
Gall-stones were comadent m 16 cases (69+ per cent ) The 
average duration of symptoms of 17 of the cases was rather more 
than SIX months The remaining patients had been ill from two 
to thirty SIX years In a case exhibiting symptoms mtermit- 
tently for ten years but one medium stxed stone was present 

1 Contents of ike Call bladder — Fluid —This may vary 
greatly, from a few cubic centimeters of golden bile to enormous 
quantises of greatly altered bile That the gall bladder has 
great capaaty for distention is shown by one of out cases, in 
which nearly 4 gallons of black bile were drained from the bladder 
of a female, aged twenty two who had been ill but two weeks 
An acute catanhal cholecystitis with cystic duct obstmction had 
followed la gnppe It is chaiactenstic of cystic duct obstruc 
tion to produce the greatest gall bladder distention Where 
obstruction occurs m the common duct that duct may be greatly 
distended, but commonly the gall bladder is small Stone or 
catarrhal obstruction of the hepatic duct may likewise result m 
small gall bladder 

The physical characteristics of the gall bladder contents are 
likewise influenced by the nature of the laflammatoty process 
going on in the mucosa Persistent mflammation produces des 
quamation, and later atrophy of the mucosa Excessive amounts 
of mucus, bactena epithelial elements, and cholesterm are 
thrown off The normal golden bile becomes turbid, thick mu 
cold, and often dark It may be almost black Pus and blood 
admixtures occurred m 11 per cent of our cases If drainage 
remains fairly free, the altered bile may m part pass The thick 
ened portion may remain behind as a dark, inspissated formless 
paste 

Stones may occur at any stage^of an infected process They 
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In our senes chronic catarrhal cholecj-stitis or "stnwbeny 
gall bladder” was present m 328 cases (33 6 per cent) Stoca 
or “sand” complicated m 62 per cent 

Should spontaneous regression of the gall bladder inflaTr:!r.3 
tion proceed, or the gall bladder be left undisturbed, infectm 
may rapid!} or gradually (intermittently or fairly constant!)) 
m>ohe the deeper lajers of the wall Edema, Ijinphocytic in- 
filtration and increased anisculanzatjon ma} occur Purulent, 
necrotic, or gangrenous changes may appear rapidly, cither dur 
mg the progress of an acute infection, or at the lighting up of a 
local focus, in a chronically infected bladder wall The pentoceal 
layer quickly may be mvoKed and adhesions to naghborag 
viscera take place Retrograde changes may likewise ocen 
locally or generally In a suipnsingly short time dense sof 
tissue or e% en calcareous areas may be seen 

Our senes exhibited 425 cases (43 4 per cent ) of chrome 

cholecystitis Stones or “sand” were associated in 91 per cent 
Pnmery mahgnant dtstases of the gall bladder may be local or 
general 

When the affection is local the ongin is apparently due to 
faulty cellular proliferation of the epithebum cD^•ermg the hyp® 
plastic \-iIli “Ihe stunulating agent is unknown, but the relat® 
between chrome, low grade bacterial activity and gall-stone for 
matron toward maLgnant disease of the gall bladder would seen 
to be qiute strong 

In general neoflasftc change the gall bladder always presents 
e%-idence pomting to long-continued inflammation fttsIologtecUj 
speaking The tune duration may be quite short — certainly ss 
short as withm a few months Gall-stones may be formed dunog 
the preliminary steps leading up to the appearance of the malig 
nant disease The fact that calculi are often found in malignant 
gall bladders does not of necessity pro\ e that such calcuh caused 
the cancer, they may ha^e been formed as the cancerous change 
altered the excretory functron of the gaU bladder or pre%entfd 
its proper motor actinty It is only when there K’ts been a long 
history of intermittent at ta c k s of a hentgn, abdominal distress 
whose ongm can be defimtely traced to the gall tract and when 
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disclosed mild digesti\e upsets that had been classed as “diet 
etic,” or in the presence of ailments of severe nature, had been 
disregarded It is also surpnsmg how many of the “symptom 
less” gall stone patients give history of acute mfectious ail 
ments jaundice years previously, or, upon close questionmg 
recall forgotten attacks of painful type that have been passed 
hy as “acute indigestion,** “gastralgia,** “ptomam poisonmg,” 
and the like 

(а) Type of Indvndml — ^The opinion appears to be quite 
goieral that patients affected with gall bladder ailments are over 
nourished or even obese The diagnostic dictum, particularly 
with regards females of “fair, fat, forty, belches gas, hence gall 
stones,” has obtamed a greater vogue than its alhterative or its 
pathologic accuracy warrant Less than 8 per cent of our 
patients were obese or had consistently gamed weight There 
was weight loss in 493 cases (49 3 per cent ) It ranged from 5 
to 73 pounds The greatest, most persistent weight losses were 
m the cancer cases Stone and sunple cholecystitis cases either 
mauitamed weight or lost it mtenmttcntly 

There were 507 cases m which there had been neither weight 
loss nor gam 

(б) Belching was pronunent and distressing in 68 9 per cent 
It was commonly assoaated with pyrosis 01 water brash Nouseo 
was annoying m 376 cases (57 6 per cent ) 

(c) Appetite was styled “good ’ in 363 cases (36 3 per cent ), 
fair in 353 cases (35 3 per cent ) and poor in 273 cases (27 3 per 
cent) 

(d) Bowls — ^There was no anomaly in 282 patients (28 2 per 
cent ) Constipation of an obstmate type was complained of by 
612 cases (61 2 per cent ) There was persistent diarrhea m 51 
cases (5 1 per cent ) Dianhea alternated with constipation in 
44 cases (4 4 per cent ) It was noted that in the diarrhea cases 
at laparotomy there were generally observed s^voUen enlarged 
pancreas and lymph nodes Persistent diarrhea was the pre- 
sentmg symptom m 8 of the mabgnant patients 

2 Type of Ailment — In 92 per cent of cases the gall bladder 
disease meant to the patient, a often of not senous nor 
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may require but a /m vreeks for their de\ elcTpfflent. Tlot tc* 
21 cases m our senes where gall bladders had beea drasal td 
then the patients reoperated within «ix months and where at th: 
second operation r\ en large stones w ere found in the gaS t--* 
der remnant // is important that the idea thouldhtdimpc^^i^ 
^aJl sUma mean ^ears gallbladder disease There is abcnditt 
endences eipenmentally and clinically demonstrating that kl 
weeks to a few months are «uffiaent for their fonnatjon. Tee 
detenmnmg factors are mainly contmtiance of low-grade lafna- 
matory changes m the gall bladder wall and dcfectii'c pS-V-d- 
der emptjmg A j oung girl in in> senes had a thorou^ dns- 
age operation for acute cholecj-stitis associated with trphi^ 
fever four weeks previously Nearly 100 medium-sized diofe- 
teiin stones were demonstrated A second operation was nf®" 
saiy withm three months the bladder was again full of strss. 
some of which were tightly embedded in honej comb-lie fihncs 
«paces in the gall bladder walk 

have already mentioned that the nuclei of stones * 1 * 
commonly agglutinated though usual!} viable bacteru These 
may be embedded m mucus «maJJ blewi-dets or cellular dfi?® 
Viable bacteria may readQ} be cultured from crushed gaD-'tcec 
where the bile is sterile lodeed it u secminglj true that 8 j P® 
cent of gall-stones contain viable bacteria whereas bile is k 
tiv ely infected m but about 20 to 30 per cent, of instances 
The gaU-stones may rary greatly tn si^ — from pinhead to as 
large as a chicken s egg The conglomerate or ‘ mulberrv^ 
stones are apt to be ver> large 

The number of calculi mat} be astonishing!} great In the 
instance of a female aged fifty who had had bilious attad^s* 
all her life there were by actual count 2631 stones Larger 
numbers have been reported Ochsner 6769 ^ Ma}o "between 
fi^e and sii thousand and Schadmer UOOO 

Clinical Symptomatology —1 General —There were 59 cases 
of gall-stone in which there were no disturbances that pomted 
to gall bladder up^ It is difficult to saj that m these cases 
there had been no departure from normal health. In fact dose 
analysis after the paitentkad been prired to ha~e gall-stones usuafi' 
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der, stones may coexist Persistent jaundice usually means duct 
obstruction, generally the cystic or the common bilc-duct There 
were but 41 cases in our senes in which there ivas persistent ob 
stniction of the hepatic duct 

Pain — This was a charactenstic symptom m 95 5 per 
cent It was intermittently manifested m 688 cases (71 3 per 
cent) There was constant discomfort or actual pam in 211 
cases (22 4 per cent ) 

TABLE IV 

Pain in Gaix-bucdek Disease 

CaKi. r«rccn{ 


Intermittently pKsent In C>88 731 

ConsUntly present in 211 22 4 

CenitAnt — later intenruttent— >n 26 2 7 

Intermittent— later constant— in 18 19 

Nosymptentio 59 3 9 


lAcrosvcs OP Coucs r» GAtt Puutncs Disease 

CSKS 

Col cs eahib ted in 534 

Colics absent In 466 


466 


SroNt Cases (S2S) 
(Includ ng Malignancy) 

CoKs exhibited n 
Colics absent in 


CsKi Percent 
323 61 4-1- 

202 3S4 


Sam> Cases (46) 

Col cs eah b ted n 
Colics absent in 


Caeei Perwni 

20 43 S 
26 56 5 


\ON sros-E Cases (430' 

Caen Percent 

Col cs eahib ted in 23S 54 6 

Colics absentia lOj 4S3+ 

In the non gall stone cases it is extremely difficult to state 
that just so severe pain were not manifest as in the cases where 
stones were present In the non stone cases the attacks of severe 
pain were apparently due to small stones that had passed before 
laparotomy, interference with free passage of bile down the ducts 
IS a consequence of accumulations of bacteria cell detritus and 
tough mucus or a local twistmg of the gall bladder, anomaly of 

voi. J— 34 
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inconveniencing nature, but punctuated by crises of such at 
verity as to be prostrating or decidedly inconvenient In the 
remaining 8 per cent of patients the crises came without p^^ 
monition or the ailment waa so-called “symptomless ” 

There were 236 (23 6 per cent ) patients who had persistent 
dyspepsias, 489 cases (48 9 per cent) where there was frank 
intermitlency, but the attacks fairly frequent, and 207 cases 
(207 per cent) where the disturbance was only manifested at 
widely separated intervals 

3 RelaiiM oj Type oj Symptoms to Patkologte Changes ~ 
Except in the cancer pabents, it is not possible before laparotomy 
to group cases with respect either to their bemg simple, uncompli 
cated, cholecystitis, or the same associated with gall-stones Thu 
may seem a striking and somewhat radical statement, but it is 
amply borne out by observations made at operation While it 
13 true that so<alled biliary colics are rather more common 10 
the stone cases than where stones are not present, yet in our senes 
the percentage diderence was only 7 per cent Similar observa 
tions apply with regard to the presence or absence of evidences 
of obstructed bile flow Jaundice was present in 161 cases (31 6 
per cent ) where gall-stones were demonstrated Jaundice was 
mtemutteotly or constantly present m more than 25 per cent 
of the patients in whom operated interference demonstrated no 
gall-stones Of course, it was not possible to state that in the 
Utter group of cases small stones had not pneviously been present 
and had passed before surgical interference The point we wish 
to make is that it is extremely difficult even when the history 
ol the case has been well developed where thorough physical 
and laboratory exammatiom have been made and where the 
iQtelhgcncfi of the patient is above the average, to correctly 
prognose before Uparotomy what will be the finding when the 
gall bladder is actually vi^le and palpable One can usually 
only make the diagnosis of choleorstitis, and if jaundice is per 
sistent attacks of severe paui have constantly been assoaated 
with jaundice, such attacks have been frequent and the disease 
has existed for longer than six months it is safe to hazard the 
piegnostK. statement that m addition to the inflamed gaU blad 
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acute attacks of distress In individuals who are chronically 
sick the danger of an opiate habit becoming established as a 
consequence of free hjpodennic injections must never be for 
gotten 

In 90 per cent of our cases the pain was relieved by heat ap 
phed externally or administered internally m the shape of hot 
dnnks or gastnc lavage There was vomtt relief m rather more 
than 45 per cent of cases Many more cases than these vomited 
but the emesis was not aln ays accompanied by relief of symptoms 
In 82 per cent there was relief of abdommal distress by belching 
In 9 per cent relief from pain was only obtamed by alterations 
in posture Less than 7 per cent of our cases obtamed reUef of 
distress by the ingestion of food In young individuals where 
there exists a hyperaadity syndrome this absence of rehef of 
pain upon food ingestion furnishes an important pomt in the 
diSerentul diagnosis between peptic ulcer and gall bladder dis 
ease How important this is becomes evident when it is recalled 
that m uncompUcated peptic ulcer food rehef of pain is obtamed 
m more than 74 per cent of patients In gall bladder disease 
relief of distress by the taking of alkali is constant m about 22 
per cent of cases Patients state that the alkali either facihtates 
the belching or it counteracts stomach sourness or the sensation 
of burning 

Characteristics of Pain — (a) Time — The main cbaractenstic 
IS that pain appears irregularly in an mdividual previously ap 
patently well or it occurs constantly without any apparent 
definite causative factors This applies both with respect to 
pain m cholecystitis and m cholecystitis associated with chole 
hthiasis This is in striking contrast to the clean cut time re 
lation factors assoaated with peptic ulcers where in more than 
80 per cent of uncompLcated cases there is direct relationship 
between cause and effect — that is the pam occurs quite regularly 
from two to six hours following food intake it has a character 
istic form of rehef namely by food ingestion alkah or vormtmg 
In ulcer but rarely is the pain sei ere enough to require the admin 
istration of opiates — but 12 per cent of 555 operatively 
demonstrated instances of pepbc ulcer which I recently analyzed 
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the necL of the bladder or a tmstiDg, linkin g or adhesn’e stnc 
ture of the (^'sbc duct Such pam may be se%’ere enough to be 
classed as “colic.” The muscular contraction of the distended 
gall bladder, the Trails of which are actually the seat of actn'c in 
fection that infection frequently being productive of a fibro- 
ma ositis is not an inconsiderable factor m producing annoyicj 
distress In a few instances large l>Tnph nodes pressing 
the common or the cj-stic duct have been suffiaent to acamnt 
for sc\ ere paro^CTial pam 

Id the stone cases, howeier, one of the chief distingmshirg 
characteristics of the severe pam hes m the observation that the 
pam commonly ceases almost as abruptly as it develops Theft 
IS frequently a subjective sensation on the part of the patent of 
the pain traveling and instances are frequent enough where the 
affected individual will quite accurately outline the couise of 
the common duct as the stone is progressmg down the same- 
There is often a sudden cessation of pam and a rapid cleanag vp 
of jaundice as smatl stones pass through the papilla of Vatef 
into the duodenum The most annoying pains are those assoo- 
ated with impaction of small stones id the ampulla lihe neck of 
the gaU bladder An accnmulatioa of stones at this point maj 
obstruct the cystic duct and thereby cause cIintcaT evidences of 
gaD bladder distention but the duct may, m the mam, remaia 
stone free. Such cases are complicated by jaundice when there 
are stones also m the conunon or hepabc ducts Cystic duct 
stones or stones m the ampulla were present m 41 6 per cent of 
our stone cases Jaundice was associated with cj-stic duct stone 
in IIJ cent of cases Such jaundice was due either to pro- 
jection of the stone from the cystic into the common duct to 
secondary catarrhal inflanuna tion m the common duct or to 
cmaU atones that had passed mto the hepatic or the rammon 
duct 

Rdxe] of Patn — ^The severe oihcs require optaies There 
’■ ily re- 

' of our 

cases 

have required hj'podermic a dm i n istration of morphm during the 
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acute attacks of distress In individuals ivho are chronically 
sick the danger of an opiate habit becoming established as a 
consequence of free hj'podermic injections must never be for- 
gotten 

In 90 per cent of our cases the pain was relieved by heat ap- 
phcd externally or administered internally in the shape of hot 
dnnks or gastric lavage There was vomit relief m rather more 
than 45 per cent of cases Many more cases than these vomited, 
but the emesis was not aln aj-s accompanied by rehef of symptoms 
In 82 per cent there was rehef of abdommal distress by belching 
In 9 per cent relief from pain was only obtained by alterations 
in posture Less than 7 per cent of our cases obtamed rehef of 
distress by the ingestion of food In young mdi\sdiials, where 
there exists a ' hyperaadity syndrome,” this absence of rehef of 
pam upon food ingestion furnishes an important pomt m the 
diflerential diagnosis between peptic ulcer and gall bladder dis 
ease How important this is becomes evident when it is recalled 
that in uncompheated peptic ulcer food rehef of pain is obtamed 
in more than 74 per cent of patients In gall bladder disease 
rehef of distress by the takmg of alkah is constant in about 22 
per cent of cases Patients state that the alkah either facihtates 
the belching or it counteracts stomach sourness or the sensation 
of bummg 

CharacteristKS of Pain — (a) Time — ^Tbe mam characteristic 
is that paui appears irregularly in an individual previously ap 
patently well or it occurs constantly without any apparent 
definite causative factors This apphes both with respect to 
pain in cholecystitis and in cholecystitis associated with chole 
hthiasis This is in striking contrast to the dean cut time re 
lation factors assoaated with peptic ulcers, where m more than 
80 per cent of uncompheated cases there is direct relationship 
between cause and effect — that is, the pain occurs quite regularly 
from two to six hours following food mtake, it has a character- 
istic form of relief namely by food mgestion alkah or vomitmg 
In ulcer but rarely is the pain severe enough to require the admin 
istration of opiates — m but 12 pet cent of 553 operatively 
demonstrated mstances of pepbe ulcer which I recently analyzed 
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{h) T-^pe oj Pain — ^The se%ere cobcs are usi^Cj desaibedi. 
Lmfe-Hke, sticlang, stabbing pierang doubliag tip cr bonrj 
paiD. Tbe dirtress is probably more prostrating than is pan 
in any other form of dige<ti\e iip«et, mdess it be that assoa-t*d 
TTith perforation of a gastnc or a duodenal ulcer If the patieat 
IS cot affected with colics hi® distress is usuallj desaibed as a 
sensation of fulness, up-pre<«ure (32 per coit), soreness <h2 
ache, hunung, and when the gall bladder disease is conpLcatsd 
bj peptic ulcer (8 per cenL m our «enes), gnawing 

Lecaiitm of Patn ^This is usual]} in the ngbt upper quad 
rant (74 per cent) Innumeroasinstancestbedistressisthroi:^ 
out the entire epigastnum (14 per cent) Not rare!) there b s 
widel} disseminated area of discomfort, but a •'pot of esped 
distress at the tight costal margin In 4 per cent of our ass 
all the pain U} in the back either at or braeath the <capti!x c* 
along the «pine, from the eighth to the twelfth dorsal 
Not a few patients had been undergoing osteopathic treataetr 
for the readjustment of so-called dislocated i ertebrs Redovi! 
of the gall bladder apparent!} caused the lertebralarticDlatiocs 
to become normal in an extreme!} short tune There were i 
cases where all of the pam la} m tbe right shoulder, and wbet 
the patient had been for tnan} }ears treated for iheumats: 
and neunUs. In 3 per cenL of cases all the pam was to the let 
of the midline, either lo tbe abdomen or beneath the left «capn!t 
There were 2 patients in whom disease of the nght hip-joint wis 
•mspected because more or less constant distress was present c 
the jomt and down the nght leg 

Transmusum of Pam — In 32 per cent of the whole nualc 
of cases m the «enes no transmusion was recorded In 23 po 
csit of the «tOEe cases there was no transmissible distress wi3c 
in 41 per cent of the instances of non-calculous cholecvst— 
there was no radiation of pain- Pam was mo^t commonl' trans- 
mitted mto the nght back or mfrascapular zone (63 per cent) 
In 12 per cent the radiation was under the nght nTis m 7 per 
cent toward the nemum midepigastnum the left scapular a 
the left rib edge In 4 per cent of cases there was definite radi- 
ation of pam constant]> to tbe region of the nai-el 
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Abdominal tenderness ^as recorded in 883 cases There was 
no abdominal tender area m 117 cases (II 7 per cent) There 
was dorsal tenderness (commonly along the lower thoraac or 
upper lumbar spmes and usually to the nght) m 29 (4 per cent ) 
of 760 cases examined for such It is often surprising how' shghtly 
tender the gall bladder may be to palpation when compared to 
the pathologic changes demonstrated at hparotomy 

Epigastric tumor or ndge was present in 89 cases (8 9 per 
cent ) The hver was definitely palpable in 39 cases (3 9 per 
cent ) There was a fluctuating tumor in 7 cases (0 7 per cent ) 
These were instances of greatly distended, perforated, or ab 
scessed gall bladder 

Signs of Obstructed Bile Flow — Of the entire senes of 1000 
casts, jaundice was a sign in 287 or 28 7 per cent It was noted 
la 161 (316 pet cent) cases of cholcQ^UUs assooated with 
stones, and m 101 (25 9 per cent ) of the cases of cholecystitis 
where stones were present 


TABLE \ 

Siohs or OBSiBuctcD Ciu Flow m Gail blaodls Disease 
Jaundue 


Absent m 

( intermittently in 
constantly in 
possibly m 




ISl 


151^ 

3S 

73] 


Stooll 

Bile present and blood absent in 
Clay-colored stools in 
Blood present in 

(Ilemorrbo ds in llSeasesof ser 
'>0 symptoms m 


CSKS 

721 

181 

26 

es — 11 5 per cent) 



72 4 
181 
26 

"59 ' 


Bite 

Bile 


( present in 
\ possibly present in 


810 810 
128 128l..„ 

62 62} ® 




present m 
.absent in 


34S 68 4 
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The stools were "clay-colored" m 181 (18 1 per cent) cases 
of the senes Ttey contained enough bfle pigment to color tiea 
suffiaently to cause no macroscopic change in 724 cases. In 26 
instances (2 6 per cent ) the stools were discolored by Wood, 
usually from hemorrhoids In the 59 instances of gall bkddir 
disease presenting "no sjmptoms” there were no stool abnormal- 
ities recorded 

Excess of btU pigment tn the unne was observed or had been 
previously recorded in 190 cases (I9 per cent) of the senes. la 
the remaining 810 cases the unne had seemingly been grossly 
unaltered 

In association with "cohcs" and evidences of obstructed bils 
flow, the classic triad of symiptoms, “chill, fever, and sweatag” 
were noted respectively but in 44, 54, and 36 instances 

Vormting proxd an annoying symptom in 452 cases (43-2 
per cent ) Retention vonutiog occurred la nearly 6 pc? 
Adhesions about the duodenum or pylorus, enlarged lyniph 
glands, pressure from distended gall bladder or hver, or la a»- 
soaation with swollen panaeas were the cause of retention itan 
iting when such was of constant occurrence Marked pjdoK 
or gastric spasms not rarely resulted m the mtennittent emesB 
of food that had lam in the stomach longer than twehe hours- 
In 62 per cent of all patients vomiting, fresh or oxydized Kle 
was noted m the gastnc contents 

Test-meals — Complete test meal records were obtamed fr® 
407 patients In 9 2 per cenL there was some degree of twelw- 
hour retention. Of all the cases the average free HCl was 32 6 
the average total aodi^ 47 9 Gastnc achyha was observed lu 
20 9 per cent, of cases Of 1 2 cancer cases where there were test 
meal records free HCI was constantly absent m 6 W’hen such was 
combined with gastnc stagnation, lactic and was demonstrated 
In cases of this type the analysis of the gastnc contents so 
strongly resembled those from cancer patients that from this 
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laparotomy revealed great numbers of stones where the *-ray 
plate had shown but several, or where upon the plates only vague 
shadowy outlines of calculi or enlaced, misplaced, or malformed 
gall bladders were evident. In a few instances of greatly dis- 
tended gall-bladder the radiogram revealed an atypically placed 
upper abdominal shadow that, in view of the history and the 
physical examination, was judged to be the gall-bladder 
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2 Rosenow Joumalot American Medical Assooatioo.Kov. 21, 1914, p 497 
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The stools were "diy-colored ’ m 181 (18 1 per cent) css 
of the senes Thq^affltained enough bile-pigment to color tien 
suffiaentlj to cause no macroscopic change in 724 cases In 25 
instances (2 6 per cent ) the stools were discolored by blood 
usually from hemoirhoids In the 59 instances of gall bladde 
disease presenting "no symptoms” there were no stool abnomal- 
ities recorded 

£zcess of tile pigment tn the untie was obser^'ed or had bea 
previously record^ in 190 cases (19 per cent) of the senes. In 
the remaining 810 cases the unne had seemingly been gro^ 
unaltered 

In association with "colics” and evidences of obstructed bw 
flow, the classic triad of ^-mptoms “chill, fever, and sweating 
were noted respectively but in 44, S4, and 36 instances 

VoQutmg proved an aonoytog symptom m 452 cases (4 j’ 
per cent ) Retention vomiting occurred in nearly 6 per oob 
Adhesions about the duodenum or pylorus, enlarged lyapb 
glanda, pressure from distended gall bladder or liver or m to* 
soaaOon with swollen pancreas were the cause of retenOoavDB 
iting when such was of constant occurrence Marked pjlonf 
or gastnc spasms not rarely resulted in the intermittent emsa 
of food that had lam in the stomach longer than twelve hours. 
In 62 per cent of all patients vomiting, fresh or oiydized bSe 
was noted in the gastnc contents 

Test meals — Complete test meal records were obtained froo 
407 patents In 9 2 per cent there was some degree of twelve* 
hour retention Of all the cases the av erage free HCl was 32 6 
the av erage total aadity 47 9 Gastnc achy Iia was observed d 
20 9 per cent, of cases Of 12 cancer cases where there were test 
meal records free HQ was constantly absent in 6 \Vhen such ws^ 
combmed with gastnc stagnation lactic aad was demonstrated 
In cases of this type the analysis of the gastnc contents so 
strongly resembled those from cancer patients that from thu 
evidence alone no diagnostic differentiation was possible 

Roentgen Evidence of Gall bladder Disease — ^In87consecu 
tive instances of cholehthiasisston.es were definitely ormferenQaHy 
demonstrated by plates m 19 cases (21 per cent ) Frequently the 
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A NEW METHOD OF GASTROSTOMY 

5 /iry \ palicnt 1 rcscBt ng the ab olule ml at ons /or pastrostom) cond 
t ons hich ll c ideal gi«tro lomj must meet tl c ne lechn c 

This patient is a gentleman who through a tumor of the 
larjrtx and pharjnx has lost the possihihty of breathing and 
swallowing through his mouth Up to a %€r> short time ago he 
was able to get along with a ttachcotom> tube arul was still able 
to swallow liquids The treatment with x ra> and radium has 
prc\ ented the recurrence of his original grow th but it has created 
such constriction b> scar of the region of the pharjnx and larjnx 
that the edematous s^^ellmg of the mouth docs not allow him to 
close his mouth or even swallow a drop of water For the past 
fewda>s he has not been able to gel aTi>tbin^ m lhewa> of food 
It IS therefore a case with absolute indication for gastrostomj 
particuhrli since he is free from pain or an> other s>Tnptoms of 
tumor 

The older methods of gislroslomj (\\itzel kadcr Senn 
Trank etc ) hue been unfa\orablc in many instances because 
of leakage or obhlcration If a permanent gastrostom) is to be 
made it has to fullil two indications In the first place it must be 
nnile so that it docs not leak second it must be made so that it 
does not clo«c spontaneous!} after the remoaal of the catheter 
which Is pul into those gastrostomies immediatcl} after the 
operation 

The method which wt haat used here in this case as in a num 
her of prcMous cases is somewhat similar to the method which 
Carrel and I ong nail) wKocated for the reconstruction of the 
esophagus from the greater curaature of the stomach an opera 
tion which w is later dc^icnbid b\ Junu of Bucharest about ten 
a cars igo 
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Suniiary \ jatienl presenting the ab^lgte inclicalions for Rastrostom} condi 

tions which the ideal gastrosiom) must meet the new tcchmc 

This patient is a gentleman who through a tumor of the 
larjnx and pharjnx has lost the possibilit) of breathing and 
swallowing through hia mouth Up to a \er> short tune ago he 
was able to gel along \stth a tTacheotom> tube and was still able 
to swallow liquids The treatment with x raj and radium has 
prc\ ented the recurrence of hi» original grow th but it has created 
such constriction by scar of the region ol the phar>n% and laniix 
that the edematous sw ellmg of the mouth docs not allow him to 
close his mouth or e%en swallow a drop of water I or the past 
few days he has not been able to get an> thing in the waj of food 
It « therefore a case with absolute indication for ga&troslomy 
particularlj since he is free from pam or any other symptoms of 
tumor 

The oldtr methods of gastrostomy (Witzel Kadcr Senn 
Frank etc ) have been unfaxorablc m many instances because 
of leak ige or obliteration If a perm inent gastrostomy is to be 
made it has to fultil tw o mdaations lit the hrst place it must be 
nnde so that it docs not leak second it must be made «o that it 
dots not close spontaneously after the remoaal of the catheter 
which Is put into those gistrostomics immediateh after the 
operation 


The method which we hatcusicl here in this case as m a num 
her of prewoub cises is somewhit similar to the method which 
Carrel and I uriginall) adiocatcd for the reconstruction of the 


esophagus Irum the greater curtature of the stomach an opera 
tion which w is later dfscribctl by J'anu of Bucharest about ten 
years \gi, 
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tig fiW OHnal.rrh *lrehs,«nirTtd Wethts- 

ci ion m the median line and lateralK the open nc in the ‘kin abo\e llenKi 
arch Onema%^e«he »i ahete the flap «,» laUn lo fern the«kin tube 
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A NEW METHOD OF GASTROSTOMY 

S nary \ patient presenting tl e absolute indicat ons for gastrostomy condi 
tions which the ideal gastrostom) mu«l meet the ne« technic 
Tins patient, is a genllemaTi who through a tumor ol the 
larynx and pharynx has lost the possibility of breathing and 
swallowing through his mouth Up to a very short tune ago he 
was able to get along with a tracheotomy tube and was still able 
to swallow bquids The treatment with x ray and radium has 
prevented the recurrence of his original growth but it has created 
such constriction by scar of the region of the pharynx and lary nx 
that the edernatous swelling of the mouth does not allow him to 
close his mouth or even swallow a drop of water For the past 
few days he has not been able to get anything in the way of food 
It is therefore a case with absolute indication for gastrostomy 
particularly since he is free from pam or any other symptoms of 
tumor 

The older methods of gastrostomy (Witael Rader benn 
Frank etc) have been unfavorable m many instances because 
of leakage or obliteration If a permanent gastrostomy is to be 
made it has to fulfil two indications In the hrst place it must be 
made so that it does not leak second it must be made so that it 
docs not close spontaneously after the removal of the catheter 
which la put into those ga&tro:>tomics immediately after the 
operation 

The method which we hav t used here m this case as in a num 
ber of previous cases is somewhat similar to the methid which 
Carrel and I originally arKocated for the reconstruction of the 
esophagus from the greater curvature ot the stomach an opera 
tion which Was later tlescnbed hv Jianu of Bucharest about ten 
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ri" IW — VpfcsRcc* ot *W run alter fcealjrs has oen-ncd. NuWtire 

<1. ion ui ihe ntetlian line ard UteraIN the oj<mo5 m Ihe «kjfl atote 
areb One njat ♦ee iH «c«r wberr the ftp «as ulen to foin the «kin lute 



FI; 1.0 — ' bin:^ ‘Ue tube I UnJiunthi nir ducUCB of 

inlu tht t< mach 

In this particular ease thi new tx.phafrus tj made into the 
<hape of a narrow tube from the ^Lin «il th< rhot leading down 
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■% into the stomach The method is as follows An mcision is 

I made m the rectus muscle on the left side of the median line under 
local anesthesia The stomach, as high as possible toward the 
cardia, is brought forward It is grasped by a TufEer forceps 
I and held there in the center of the mosion Then another m- 
asion IS made alongside the border of the nbs a httle higher than 
this border, so that the opening afterward hes between the nbs 



Fig 171 •“•Schematic figute of ihe opentive techmc 

forming the costal arch This incision allovi's a tunnel to be 
made from the skin down through the rectus muscle toward the 
stomach, and through this tunnel is brought forward the stomach 
m the shape of a small pouch It is fastened with a circular row 
of sutures in the long median mosion so that it will not slip 
entuely back mto the abdominal cavity, and a small cone shaped 
tube of stomach wall runs throng the tunnel toward that lat 
eral opening Now a flap is made from the skin of the costal 
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arch Wide enough to form a tube Itissutured m thesliapeofi 
tube around a large size catheter At this moment tie stccsti 
IS opened and the opening is made about the size of the ralibed 
the newfy formed tube of The catheter is passed mto tii 

stomach and the skm tube and the stomach opening are united by 
exact sutures The stin tube with the catheter is now aUcwed 
to slip mto that tunnel the stomach being rather prone to 
back, which will bring the junction of skin and stomadi into the 
lower third of the tunnel The median mosion is now closed Kith 
exact sutures 

The catheter is left m place for about one week, and tsed 
for feeding After one week there is a rhanni^l runnmg fron the 
opening m the costal arch region lined by skm m its iqiper tuo- 
thirds, by mucous and stomach wall in its last tiffi 

which allows the easy and free passage of a catheter if necessaiy 
and which allows the feeding of the patient through tie ccstd 
arch opening by a syimge (Figs 369-171) It wfll cot leak, 
particularly when one uses a Km at i gauze sponge and adhesirt 
stop to press the bps of the new opening dosely together R 
fulfils all the requirements of the gastrostomy, it does cot cltse 
spontaneously, it does not form a stricture, and it allows tie 
passage of a catheter and direct feeding One can make the 
length of the feeding tube of ^tin and stomadi as long *5 
desirable 
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SURGICAL AFFECTIONS OF THE STOMACH AND 
DUODENUM 

Summary Presentation of 10 cases illustrating Uie symptoms diagnos s and the 
results of treatment of gastnc and duodenal nicer and carcinoma difficulty of 
diSerentiation between benign and mal gnant ulcer recurrence of symptoms 
after apparent cure cancer cachexia pathology of gastnc ulcer etiologic 
relationship of cancer and ulcer surgKal indicatMins in the presence of gastnc 
ulceration pylonc exclusion 

This morning we want to take up the surgtcal affections of the 
stomach and duodenum as we have been fortunate enough to 
secure a large number of cases upon which we have operated 
with good results You will recognize that in dealing ^nth this 
subject we will necessarily encroach upon the ground usually 
covered by the mtemist In other words many of these cases, 
involving the pathology of the stomach and duodenum, ore the 
so called borderline cases 

In considering the surgical pathology of the stomach and duo- 
denum we are not going to take up the conditions that are surgi 
cally simple Stab wounds and gunshot wounds of the stomach 
occur rather frequently, but the pathology and operative pro- 
cedure are surgically simple It merely means suture of the 
defect, whatever that defect may be This narrows our field to 
the consideration of the surgical aspects of two general conditions, 
namely ulcers with their compbcations and tumors 

CASE I 

This man presents a most mterestmg clinical picture He 
IS twenty s« jears of age and was operated on four months ago 
His trouble began with pam m the epigastrium commg on m 
parovysms about two hours before eatmg, then disappearing with 
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arch Wide enough to fonn a tube It is sutured in thsslapetfj 
tube around a large size catheter At tins moment tie stead 
IS opened and the opening is made about the size of the caHber of 
the newly formed tube of skim Tie catheter is passed mto tbs 
stomach and the skm tube and the stomach opening are united Ir 
exact sutures The skin tube with the catheter is now aUcwcd 
to slip mto that tunnel the stomach beiag rather prone to 
back, which will bnng the junction of skin and stomad mto th 
lower third of the tunneL The median mosion is now dosed inti 
exact sutures 

The catheter is left in place for about one week, and used 
for feedmg After one week there is a channel running froa tie 
openmg in the costal arch region, lined by skin in its upper two- 
thirds, by mucous membrane and stomai wall m its last tirf, 
which allows the easy and free passage of a catheter if necessaj 
and which allows the feeding of the patient through the costal 
arch opening by a qnnge (Figs 169-171) It wiD net lei 
particularly when one uses a small gauze sponge and adh sM 
stnp to press the It|» of the new opening dosely together It 
fulfils all the requirements of the gastrostomy it does not doe 
spontaneously, it does not form a stricture, and it allows the 
passage of a catheter and direct feedmg One can make the 
length of the feedmg tube of skm and stomach as long « 
desuable 
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into the category of surgical conditions or whether it belongs in 
the realm of internal medicme and whether it should be treated 
medically or should be treated surgically You can appreciate 
that that is a most important question and I think the question 
cannot be determined without our taking mto consideration the 
essential and UDderl> Ing fact that the difficulties of diagnosis are 
Untold and that no matter what a man s diagnostic acumen is 
and no matter nhat a man s medical or clinical experience has 
been he has Uttle nght to assume from any symptoms or signs 
that he is dealing with a gastnc ulcer rather than with a gastnc 
caremoma or vice versa Take this case as a case in point 
Here is a man twenty six years of age with a typical history of 
ulcer and at operation an ulcer perforating the stomach wall was 
found A caremomatous ulcer is much less apt to perforate than 
an acute inflammatory ulcer This case therefore falls mto the 
classification of inflammatory ulcers because it did perforate 
He showed a stomach analysis of gastnc ulcer and yet the 
nucioscopic picture showed carcinoma and the man is back three 
months later with a palpable mass that is adherent to the scar 

There are certain factors lo diagnosis which stand out and 
which should be weighed carefully when we are considering the 
question of whether we are deahng with an inflammatory or with 
a caremomatous ulcer The first factor m importance is the his 
tory second the physical Endings third the x ray fourth the 
stomach analysis Certain of these features I hope to illustrate 
during the demonstration o! the succeeding cases 

CASE n 

The next patient I desire to present was operated on at 
Wesley Hospital in August 1916 This man gave a typical 
history of duodenal ulcer The history was typical m this re- 
spect that he had been in the hospital before that he had been 
treated and had apparently recovered I want to repeat that he 
effarendy rtcvutrtd under medical Ireatment This man is one 
of the large percentage that the medical men are daimmg to cure 
He came back to another doctor two years later with the same 
symptom that he had before namety pam which was rel eved by 
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the meal, onlj to reappear se\eral hours after eatog lb 
costmued for about ajear and a half , vrben the patieat case ts 
the hospital He was curated on September 16 1916 ajd»i! 
fairl) well until a few weeks ago, whoi the pain m the epigastrcs 
returned and has been present almost contmuously ever saa 
He has \ oimted two or three times in the last we^ He km tie 
vomitus IS of a yellow color He states that he had some pzac 
the abdomen when he was fourteen j ears of age, but does tst 
knowwhatitwas Inotherwords hispntnaiy symptocsbena 
two j'ears ago, and became progressn ely and consistently woce 
until last September when he was operated upoiL 

At the tune of the operation it was found thathewassuffen^ 
from a slowly perforating carcmomatoi^ ulcer of the pybrs 
That slowly perforating ulcer was fairlj well walled o2 and ttc* 

was no leak. There were some rather fino adhesions to the lira. 

The mass at the pjlorus was resected and a gastro-entefestecf 
was done. 

The patient gamed rapidlv in weight after the operatBO. 
There were no operativeaor postoperative complications andb* 
considered his recm eo complete until a few weeks ago when fcs 
symptoms of pam with nausea and ^ onuUng reappeared Tb* 
vomitus docs not seem to be of the “coffee^ground ’ Qpe sol 
apparently there has been no occult blocxl Here is a caraECsa* 
— and this la an important pomt — ^ caronoma in a ^nan twen^ 
SIS years of age who presents all the rta^i-^Tral symptoms of * 
typical ulcer namely pain coming on two hours after eaUnf 
and bemg rehe\ ed by the taking of food The chemical analysu 
at the tune of operation was the rh^Tniral analysis we are sc 
customed to find id ulcer — a relatively high aadi^, much frt* 
aod and oaiilt blood 

J«crw the fact I intend to point out thig morning and the lessen 
I would like you to take from this case is the difficulty of dis- 
tmguishing clinicall y between ulcer of the stomach and caronoffiS 
of the stomach These are the two conditions that will present 
themselves to you for diagnosis and treatment In the condo 
sions that we hope to draw from our present analysis the great 
question will come up as to whether an ulcer of the stomach falls 
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into the category of surgical conditions or whether it belongs m 
the realm of internal medicine and whether it should be treated 
medically or should be treated surgically You can appreciate 
that that is a most important question and I think the question 
cannot be determined without our taking into consideration the 
essential and imderlymg fact that the difficulties of diagnosis are 
untold and that no matter svhat a man s diagnostic acumen is 
and no matter what a man s medical or clinical expenence has 
been he has little right to assume from any symptoms or signs 
that he is dealmg with a gastnc ulcer rather than with a gastnc 
carcmoma or vice versa Take this case as a case m point 
Here is a man twenty sue years of age with a typical history of 
ulcer and at operation an ulcer perforating the stomach wall was 
found A caremomatous ulcer is much less apt to perforate than 
an acute inflammatory ulcer This case therefore falls into the 
classification of inflammatory ulcers because it did perforate 
He showed a stomach analysis of gastnc ulcer and yet the 
nucroscopic picture showed carcmoma and the man is back three 
months later with a palpable mass that is adherent to the scar 

There are certain (actors m diagnosis which stand out and 
wbch should be weighed carefully when we are considermg the 
question of whether we are dealing with an inflammatory or with 
a caremomatous ulcer The first factor m importance is the his 
tory second the physical findings third the x ray fourth the 
stomach analysis Certain of these features I hope to illustrate 
during the demonstration of the succeeding cases 

CASE n 

The next patient I desire to present was operated on at 
Wesley Hospital m August 1916 This man gave a typical 
history of duodenal ulcer The history was typical m this re- 
spect that he had been in the hospital before that be bad been 
treated and had apparently recovered I want to repeat that he 
’apparently recovered under medical treatment This man is one 
of the large percentage that the medical men are cla iming to cure 
He came back to another doctor two years later with the same 
symptom that he had before namdy pain which was relieved by 
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eatiDg He had the hunger pam That is more charactensS. 
of duodenal ulcer than any other s>’mptom though m myj d| 
ment it is not pathognomonic. I do not attach as much ira^ 
to that symptom as IS accorded it by JIojTuhan. This maa cane 
back with recurrence of his former sjTnptoins plus symptoms 
mdicative of a partial obstruction of the pylorus 'Ilispartsl 
obstruction of the pj lorus was evidenced by vomitmg and partial 
retenbon of food The fact that there was retenbon but tLt 
that retenbon was only partial was mdicated by the diaractercf 
the % omitus which frequently contained food that had been eata 
hours before but never the entire meal — just occasional saJ 
parbcles The * ray showed that some of the bismuth was goEj 
through the pylorus and that the stomach did not empty readily 
This man had no symptoms of acute bleeding There was as 
blood in the stomach analysis He had what we behesfd «$ 
a duodenal ulcer that had resulted m the development of a 
acatnz with partial obstnicbon 

A gastro-enterostomy was done last September It wa» a 
postenor gastro-enterostomy with pracbcally no loop 
jejuninn was brought up and attached to the postenor wall of lie 
stomach TVhen we went u we found an ulcer not of the do 
denum proper but apparently at the pylorus eitendmg on the 
antenor wall a little farther into the duodenum than mto the 
pylorus The pylorus was not shut off and the gastro-enteros- 
tomy openmg was made IJ mches long ^Tiy do I go into these 
details’ Because these are the quesbons that y ou are confronted 
with today m your pracbcal work and I am attempting to 
answer them by the demonstrabon of concrete examples 

This man ultimately made a complete reco^ ery after resutur 
jng of the abdominal wound which ruptured on the tenth day 
after the operabon Since the operabon he has had pracbcally 
no trouble though he is apt to suffer if he treats a disturbauct 
which he had while m the hospital 

CASE m 

Hus pabent upon whom we operated December 1 1916 
IS fifty 5 ears old He came into the hospital with the history 
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that he had never been sick that he had never had any disturb 
ance whatever until about six or seven months before he came 
to the hospital During that tune he had been treated m vanous 
ways with diet and with medicines by vanous men without rehef 
He gave this history Seven months before entermg the hospital 
he began to have paroxysms of pain after eatmg which were 
reheved by vomiting the pain and vomitmg became worse, 
during the last two months he has vomited large quantities of 
fluid which at times contained occult blood He lost 45 pounds 
in weight during these seven months The x ray picture showed 
that there was an almost complete obstruction at the pylorus hut 
there were no fiUing defects A tentative diagnosis of carcmoma 
was made Why? First because of his age and second be 
ause of the history After the onset of his first symptoms seven 
months before admission to the hospital he went on rapidly to an 
obstruction of the pylorus That would imply a rapidly growing 
affair An ulcer usually produces obstruction by the formation 
of scar tissue with the resultant contracting acatnx — and that is 
usually a number of years m developing The x ray picture 
showed an almost complete blocking of the pylorus This man 
vomited practically everything he ate or drank sometimes re 
taiamg particles of food for several days before they were expelled 
At the tune of operation we found not a carcinoma but a 
complete blocking of the pylorus from a duodenal ulcer just out 
side of the pylorus a long more or less annular ulcer which had 
resulted in a practically complete sbuttmg off of the pylorus This 
man s condition was not good A rather rapid gastro-enteros- 
tomy was done He has made an ultimate recovery He left 
the hospital eleven days after the operation and came to my 
office four five or fifteen days later He has steadily im 
proved He has never vomited since the operation He has 
gamed nearly 20 pounds m a bttle over six weeks This was 
not a carcmoma and therefore this man s ultimate recovery 
IS beyond question it seems to me because it was an ideal case 
for a gastro-enterostomy The question of whether we should 
or should not block off the pylorus did not come up here for it 
was already blocked 

VOL. *—35 
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These are not selected cases These are all cases done m tis 
last year and a haU Th^ are simply routine cases Imntto 
call your attention to the fact that there is no vomiting and na 
viaous cirde and that they are having no disturbance, and 
the pylorus has not been closed m any of these cases The gastro- 
enterostomy has been done without a loop, postenorly, witl tit 
course of the jejunum corresponding to the direction of thefiov 
of the gastnc contents The postenor side of the jejumnB hs 
not been turned up toward the left wall, as is sometimes done 
I am not presenting these cases as the ultimate answer to tie 
question of whether the pylorus should or should not be closed. 
I will confess to j ou frankly and freely that I am not yet conmeed 
as to which is the better procedure I will say that so far as I 
am personally concerned m the cases m which I did not dose tie 
pylorus I have bad no viaous circle, and that I haxc had dis- 
turbances where I closed the pylorus Again let me say that 
this is not the ultimate answer The ultimate answer you ges 
tleaen will have to make some day 

There is no tumor mass to be felt here today and this mu 
domg well 

CASE rv 

This man came m presenUng the typical picture of pemiaous 
anemia, and the differential diagnosis had to be made between 
three things — between pernicious anemia and caremoroa of the 
stomach, and between penuaous anemia and ulcer of the stem 
ach, or, if you like, between malignant or bemgn ulcer and 
pemiaous anemia He came in pnnapalJj because of a hemor 
rhage that came from the stomach— a hemorrhage of bngbt red 
blood That brings up the question. May a sudden hemorrlisfr 
— an emesis of bright red blood — occur in carcinoma of the 
stomach? The answer to that question is, positively, "Yes, it 
niay " Karely does such a hemorrhage occur from a mahgnant 
ulcer, but it may I think I ated to you just a short tune ago* 
case that came under my observaUon, a fnend whom I had 
known aU my life I was called to see him and found hi® 
markedly anemic with a hemoglobin between 30 and 40 per cent 
and a red blood count of 2,000000 He had had three large 
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emeses of bnght red blood Wc went over his history carefully 
He was perfectly well until he was taken suddenly sick with 
vonntmg of that much blood, nearly a quart, enough to reduce 
his hemoglobin to 30 pet cent and thereds to 2,000,000 Wewent 
over the history carefully to see if wc could detect any evidence 
of gastric ulcer or gastnc carcmooia, and nothing could be 
ehated There was no tumor mass to be felt, he had not lost m 
weight That man succumbed in three weeks from the tune of his 
first hemorrhage He had no more hemorrhages after the first 
three He did not succumb to the bleeding, of that we were 
convinced An autopsy was granted and we found one of the 
largest caremomas of the stomach that I ha\e ever seen It m 
voKed the whole greater curvature of the stomach, with some 
metastases in the lungs and a number of metastases m the glands 
and yet he had not had the sbghtest evidence of being sick until 
three -r eeks before he died I ate that again as evidence to show 
that no one can say at tunes whether an ulceration in the stomach 
is benign or malignant on the basis of the available data 

This man has been gone over very carefully, and a transfusion 
was considered but it was found that the blood of the donor, his 
son, could not be used However, he began to improve and 
unproved rapidly In our first blood count we found 874,000 
erythrocytes to the cubic millimeter, today we find 4,448 000 
The hmoglobm was as low as 20 per cent Now it is 70 per cent 
The X ray picture showed that a s« hour residue was present 
The duodenal bulb was not seen, but no constant defect was 
noted The findmgs indicate an obstructive lesion at the 
pylorus 

The next question is, Can we eliuunate penuaous anemia? 
Is this just one of the remissions that come m permoous anemia? 
It seems to me that our * ray picture helps us to deade that 
It seems to me that an x ray picture m which the anatomic bulb 
fails to appear and the presence of a defimte sue hour residue helps 
to convince us that there is some obstruction to the duodenum, 
or the pylorus if you like The vomiting of that much blood and 
the presence of a large amount of blood m the stools makes it 
appear that the anemia is a secemdary anemia secondary to 
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se\ere gastnc hemorrhages Moreo\er that 'e\-ere grt: 
hemorrhage probably came from a benign and not a niaTi^... t 
ulcer Whj do I assume that^ 1 assume that a 
ulcer m this man would not ha% e permitted the bloody) ctiirt to 
change so rapidly and so favorably as man s blood-pictot 
has This man represents what^ He represents the trpe d 
patient m whom we ha\ e to deal with a duodenal ulcer press- 
ably duodenal because of the * raj picture butanyiraj anoke 
close to the pj lonis which is a gastnc ulcer if jnu like whidiLi 
improved and is improving rapidly on medianal treatecL 
Are we gomg to contend this mommg that medianal treated 
does not cure a large number of so-called ulcerations n the 
stomach and duodenum? \o' absolutely no* It is oo- 
viction that medianal treatment cures a verj larse F® 
centage of duodenal and gastnc ulcers This is one of then- 
This IS one of the cases lo which it is eitreanelj difficult to Si 
ferenbate between pemiaous anemia malignant ulcer and & 
flamm atofy ulcer TIu> however on the basis of the hd* 
a lr eady mentioned we believe is an mflammatorj ulcer audits 
improving rapidlj under medianal treatment. Whj do ** 
presume that this paUent has an ulcer? First to go back to 4* 
history The history is that the patient had trouble over » 
long penod of time culminating m a sudden sev ere hanonhart 
suggestmg an inflammatoij rather iKan a malignant dec 
Second the phj-sical findmgs The phj-sical fin rting s are these 
that one gets with a healmg or healed non mahgnant ulcff 
These are not the phjaical findings that j ou get with a malignsct 
ulcer Such rap d improvement as thig does not come with * 
caronoma Third the x laj pictures The x raj-s show n® 
fiUmg defect Fillmg defects occur in caronoma Fourth, thf 
stomach contents are those of an ulcer rather than a carononu- 

CASE V 

Thismani^fiftj ninejeaisold and camein January II 191 

because of constipation and abdominal pam He has been con 
sUpated for several j-ears and has taken vanous catharbe to 
©burn a regular bowel mm ement The pam m the abdomen has 
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been penodic for the last ten years The attacks last about three 
we^ The pain is mostly in the epigastrium and spreads below 
the umbihcus He has noticed no relation between the pain and 
eating, though he says a dnnk of cold water will reheve the pam 
He belches much gas and feels uncomfortable after that He 
says that eight years ago he took Dr Sippy’s treatment for 
gastric ulcer He had typhoid fever at twenty He had gonor- 
rhea twenty years ago and a chancre at the same time There 
has been no loss m weight He dnnks heavilj One sister died 
of cancer of the breast 

Examination shows a well developed and well nounshed man 
Temperature on admission was 98*^ F Scalp, head, nose, and 
eyes are negative Teeth are canous and pyorrhea is marked 
Lungs and heart are negative Pulse in the radial artery is good 
Blood pressure is 185 systobc and lOS diastohc Urme and blood 
count are negative Ewald test meal showed a total aadity of 
76 free 37, blood present 

Now what points of differenUation come out m this 
picture^ Here again we must attempt to differentiate between 
a simple ulcer and a malignant ulcer, and possibly one other 
factor the question of a chrome alcobohe gastritis with no ulcera 
tion of the mucosa Permaous anemia can be excluded unmedi 
ately The important pomts m the history are Recurrent at 
tacks of epigastric pam with vomiting over a penod of ten years, 
previous treatments for gastnc ulcer, occasional hematemesis 
That is a history that points to a non mahgnant rather than a 
malignant ulceration Next consider the physical findings 
There is no tumor mass palpable The appearance of the man is 
not that of a man suffering with a carcinoma With catemoma 
a man shows evidences of cadiexia Cachexia means what? 
It means loss of weight with a subicteric color and a wnnkhng of 
the skm It occurs in caremmna and occurs quite independently 
of the degree of malnutrition the patients present as a result of 
the obstruction to the outflow of food from the stomach We 
find this cachexia marked m patients who suffer no marked mal 
nutrition from loss of food Then what does cachexia mean? 
It must mean that these patients are suffering from a toxemia 
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severe gastnc hemorrhages Moreover that se^ere gaslnc 
hemorrhage probabI> came from a bemgn and not a malignasl 
nicer Why do I assume that? I assume that a malignaat 
ulcer m this man tvould not have permitted the blood picture to 
change so rapidly and so fasorably as this man s blood p ctuit 
has This man represents what^ He represents the of 
patient in whom we have to deal with a duodenal ulcer presum 
ably duodenal because of the* ray picture but anyway an ulcer 
close to the pylorus which is a gastnc ulcer if you like whichtu 
improved and is improvujg rapidly on medicinal treatment 
Are we gomg to contend this morning that medicinal treatment 
does not cure a large number of so<aIled ulcerations m the 
stomach and duodenum? No' absolutely no! It is ny coB' 
viction that medicinal treatment cures a very large per 
ceatage of duodenal and gastnc ulcers This is one of them. 
This IS one of the cases m which it is extremely difficult to if 
ferentiate between penuaous anemia jnaLgnant ulcer and is 
flammatory ulcer This however on the basis of the fact! 
already mentioned we believe is an inflammatory ulcer anditts 
improving rapidly under medional treatment Why do we 
presume that this patient has an ulcer? First to go back to the 
history The history is that Uic patient had trouble O'tt ^ 
long penod of time culminatmg in a sudden severe hemorrhage 
suggesting an inflammatory rather than a mahgnant ulcer 
Second the physical findings The phj'sical findings are 
that one gets with a healmg or healed non malignant ulcer 
These are not the physical findings that you get with a mabgnsut 
ulcer Such rapid improvement as this does not come with a 
caranoma Third the * ray pictures The *-rays show do 
fijting defect Fillmg defects occur m carcinoma Fourth the 
stomach contents are those of an ulcer rather than a caremonw 

CASE V 

This man IS fifty mneycars old and camein January 11 1917 
because of constipation and abdominal pam He has been con 
supated for several years and has taken various cathartics to 
obtam a regular bowel movement The pam in the abdomen has 
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been penodic for the last ten 5 ears The attacks last about three 
weeks The pain is mostly m the epigastrium and spreads below 
the umbihcus He has noticed no relation between the pain and 
eating, though he says a dnnk of cold water will teheve the pain 
He belches much gas and feels uncomfortable after that He 
says that eight years ago he to(dr Dr Sippy’s treatment for 
gastne ulcer He had typhoid fever at twenty He had gonor- 
rhea twenty years ago and a chancre at the same time There 
has been no loss in weight He dnnks heavily One sister died 
of cancer of the breast 

Examination shows a w ell-developed and well nounshed man 
Temperature on admission was 98® F Scalp, head, nose, and 
eyes are negative Teeth are canous and pyorrhea is marked 
Lungs and heart are negative Pulse m the radial artery is good 
Blood pressure is 185 systolic and 105 diastohc Unne and blood 
count are negative Ewald lest meal showed a total aadity of 
76, free 37, blood present 

Now what points of diSerentiation come out m this clmical 
picture’ Here again we must attempt to differentiate between 
a simple ulcer and a malignant ulcer, and possibly one other 
factor, the question of a chronic alcohohe gastntis with no ulcera 
tion of the mucosa Pemiaous anemia can be excluded immedi 
ately The important points in the history are Recurrent at 
tacks of epigastric pain with vomitmg over a period of ten years, 
previous treatments for gastric ulcer, occasional hematemesis 
That IS a history that points to a non malignant rather than a 
malignant ulceration Next consider the physical findings 
There is no tumor mass palpable The appearance of the man is 
not that of a man suffering with a caremoma With caremoma 
a man shows evidences of cachexia Cachexia means what? 
It means loss of weight with a subictenc color and a wrinkling of 
the skin It occurs m carcinoma and occurs quite mdependently 
of the degree of malnutrition the patients present as a result of 
the obstruction to the outflow of food from the stomach We 
find this cachexia marked m patients who suffer no marked mal 
nvitiiViOTi Irom loss of food Then what does cachexia mean’ 
It must mean that these patients are suffermg from a toxemia 
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associated with carcmoma and that this is responsible for tL 
loss of weight and the loss of muscle tone This man, then, a 
far shows no evidences of caranoma 

We next examine the xtzy picture — it is negatnt la 
further confirmation of our diagnosis analysis of the gastn: 
contents shows them to be most compatible with ulcer that e 
we find evidences of hyperaadi^ and a Lttle blood. 

What IS the pathology of gastric ulcer? The cause of fis- 
tnc ulcer as we beheve is probably a disturbance m the or 
culation of the part ulcerated That may be due to cmbohsa, 
to thrombosis or to blodung of the lymphatic cuculatioa fi® 
some cause Hyperacidity I tbinh is a result rather than a 
cause of gastric ulcer This man s history as I ha^'e alreadr 
pomted out considered m the hght of the physical fi n dings ard 
the results of gastnc analysis pomts to a gastnc ulcer ratha 
to a caranoma 

CASE VI 

This patient I want to show you mostly for the purpose of 
emphasizing the difficulties of diagnosis This pabent came to 
us two years ago in ifay with a history of having had disturbance 
over a period of about three years coming on gradually Th* 
history was typical — pain after eating regurgitation of gas the 
pain reheved at first by the taking of soda or of food- Later the 
pain became almost constant and there was a great deal of nausea 
and vonutmg so that when she came to the hospital she was 
\omiting pracbcally everything which was taken mto the 
stomach This patient at that time presented a p cture ci 
cachexia The stomach findmgs as I remember showed a total 
aadity of 17 and no free bydrochlonc aad The *-iay p ctce 
showed a pylonc obstruction and the whole picture was classic 
of carcmoma She had a palpable tumor which mo\ed rather 
freely with respirabon and which felt firm and nodular lihe a 
caranoma. She was advised to have an operation 

\STien we opened the abdomen we found a large tumor at 
the pylorus with no material involvement of the pentoneuo- 
I iIiTTik one of the ways that 3100 can differentiate pathologically 
between a malignant and non mahgnant ulcerabon of the stem 
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ach IS to note the peritoneum If the peritoneum is not mvolved 
and can be mo\ed on the underljing tumor mass, it is more apt 
to be a carcmoma than an mfiammator) process An inflamma 
tory process is more apt to mvolve and go through the peritoneum 
I thought it rsas a carcmoma and our medical man thought it 
was a carcmoma She was running a pulse of 140 to ISO The 
medical man stood at one side and insisted that we do a resection 
If you do surgery and have a medical man standmg at your elbow 
assummg no responsibihty, it is all nght to be guided by his 
advice but you must remember that what you do is your own 
act for which you are responsible, therefore, do not be too strongly 
influenced by the medical man He says take out a hver or a 
spleen or 16 feet of the small intestine It is mighty easy for 
him to stand about and say, Doaresection of the stomach ’’but 
if he had that patient’s life m his hands and from his expenence 
knew that that patient would succumb from that resection, he 
would talk differently This case points out very clearly the 
faUibility ol our human judgment I thought the lesion was 
caianoma, everything seemed to point to a carcinoma A 
gastroenterostomy was done with the eicpectation of geltmg the 
patient built up and then domg a resection This tumor was 
adherent to the liver It is now two years smce the operation, 
and this patient today is perfectly well She has no disturbance 
at all and the tumor has entirely disappeared without our ever 
getting to do our projected resection of the stomach 

^Vhat does this mean? It means that this was not a malignant 
tumor It must have been an inflammatory mass so closely 
simulatmg carcmoma as to deceive some of the best medical men 
in Chicago This patient came back to us week, after week 
re using the second operation Today she is well — impressmg us 
with the difficulty of distmguishmg between malignant and non 
® gnant disease of the stomach What else does this teach? 

atwe must be just as careful justasslow and just as reserved 
m making a diagnosis of gastric ulcsr and ruling out caranoma 
e converse of this case is always mumnent and we are very apt 
0 err either way I am not going this mornmg to enter mto the 
«>ntro%ersy as to what part m the etiology of carcinoma simple 
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inflammatoiy ulcer plan's though I am somewhat familiar with 
it, but I feel that 1 must repeat one statement which I atsis n 
discussmg carcinoma the breast There is no such thicgaii 
precancerous state, a lesion either is carcmoma or it is not. I tkii 
that j ou will agree with me when I say that the difficulty at tune 
in differentiatmg between a beginmng carcmoma and a be ginning 
ulcer IS almost msunnouBtable Ibeheve and I say this with iB 
kindness toward the men who are domg this work that it is m 
possible at times for a pathologist to take a beguming caranoca 
and say whether the ulceration he finds is the result of a pnaiaiy 
or inflammatory ulcer or whether it is the result of displacement 
of the epithelial cells with seoindary degeneration. I do not «« 
how he can Then what must be our viewpomt’ What must 
be the stand that we shall take? Just this Recallmgthepenod 
before the discovery of the cause of tuberculosis by Koch, mauf 
cases of tuberculosis were called something else and many css* 
of something else were called tuberculosis It is the same 
carcinoma Today although carcmoma seldom is pathologicslly 
mistaken for something el^ many other conditions are oflo 
called carcinoma We are frequently not at all clear in 
diagnosis I think that advancement will be made much more 
rapidly if we assmne that we do not know whether a gastnc ulcer 
lb one of the most common causes of gastnc carcmoma or not 

CASE vn 

This man has been complaining of gastnc distress altogeth® 
about sue years This again brings up the question which wc 
ha\e discussed m a fragmentary way in connection with th® 
preceding cases, that is the relation between simple and mahg 
nant ulcer Pathologists mamtain as do most clunoans that 


to answer inai m uus aay meseecaronn ma ©f seven eight Pii“i 
and ten years’ duraUon, and in certain parts of the body of » 
penod even in eacess of ten yeais a long climcal history there- 
fore, IS hardly a safe reason for the exclusion of maLgnanej 
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This man has been sick for a penod of six years He has had 
hemorrhages from the stomach he has had pam when he took 
food He was operated on a year ago last May after having had 
symptoms for five years A growth was removed from the outlet 
of the stomach He gamed 40 pounds m weight after the opera 
tion Then what happened? Ahoutayearafterwardhebecame 
sick agam and has been sick ever smee At the present time he 
vomits pracbcally all he eats Hus man comes m with recur 
rent symptoms There is a LtlJe hernia at the upper end of the 
scar which did not come until he was taken sick the last time 
This IS a history that looks deadedly like a caremoma history, 
deadedly like a recurrence of what he had before Can an ob 
stniction recur? Can he get another ulcer? Ves he can get 
another ulcer that might simulate very closely a caremoma 
He IS cachectic he has a mass in his abdomen that distmctly 
moves with respiration a mass that comes down to the umbilicus 
a mass that is more or less fixed a mass that is more or less ir 
regular m outline and somewhat fixed to the anterior abdominal 
wall It feels distmctly like a carcinoma You cannot feel the 
edge of the liver I am sure this is not the liver that comes down 
We must admit in all fairness that this case certamly resembles 
in its history an mflammatory ulcer which has become a mahg 
Bant ulcer The x ray picture shows that a six hour residue is 
present It shows a distmctfilhng defect which is evidently due 
to a carcinoma The cardiac openmg and the lesser curvature 
are mvolved There is undoubtedly an obstruction mvolvmg 
the lower portion of the esophagus We must admit that this 
may be one of those cases m which a caremoma becomes super 
imposed on a gastric ulcer but as I have pomted out we caimot 
assume that this mterpetation js correct beyond peradventure — 
the lesion may have been caremoma from the begmnmg 

CASE VID 

This man had a gastro-entenstomy done a year ago last 
June for gastric ulcer that was producing some obstruction to the 
pylorus He is havmg no trouble at all now He eats every 
g He has gamed 37 pounds We did a posterior gastro* 
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enterostomy without dosing the pylorus I ha\ e not seen tin 
for a year imtil today 

CASE IZ 

This pabent came to us last June with a history running over 
a period of ten years She had the typical and classic s)mptciEB 
of a gastric ulcer plus an obstruction She vomited ei'eo’tto? 
she ate or drank The stomach contents showfid some free 
hydrochloric aad They were not the stomach contents of » 
carcmoma. She had a large movable mass m the abdomen 
occupying the center Ime We felt that it was probably a malig 
nant growth She was operated on and we found a large mdii 
rated mass occupying about two-thirds of the lesser curvature 
of the stomach and extending down to the greater curvature, 
completely obstructing the passage of food At the time of 
operation examination led me to state that the lesion was malig 
nant It seemed rather absurd to take out as large a tumor as 
that with which we had to deal nevertheless we took it oat by 
resection At least two-thirds of the stomach was resected just 
leaving a little stump at the pylorus An end to-end anastomosis 
was done 

This patient never vomited after the operation She las 
never bad pain She cats everything that she wants to and bn 
gained 54 pounds She has no disturbance of any kind This 
IS not shown as the result of a bnJliant operation There are 
lots of things that seem more sunple that are much more difficult 
to do than a resection of the stomach It is shown for the purpose 
of illustratmg what a patient is bke six months after having had 
such a resection 

CASE X 

This man came in with a long history nmnmg over fourteen 
years He had a slowly perforating gastric ulcer He ^ 
operated on December 12th and at that time a postenor gastro 
enterostomy was dcme by Dr Ohver He has gamed 20 poimds. 
Hus question may arise Will a pabent with carcinoma improve 
and retam the ground gamed for a long penod when a posterior 
gastro-enterostomy is done? In my experience they improve 
sometimes very rapidly but only for a few months I have 
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never seen a case of carcmoina m which a. posterior gast ro enteros 
tomy was done that showed a prolonged — that is, a lasting — 
improvement I thmlr those cases whidi are reported as being 
improved o%er a long period of time are not carcinomatous 

CASE XI 

This IS a girl who gives a history of having been sick for ten 
years She came m with the typical findings of gastric ulcer, 
namely, the history of prolonged indigestion relieved by eating 
and relieved by soda, hyperacidity, vomiting, and occult blood 
The trouble had grown worse in the last few months before we 
saw her, and she vomited practically everything she ate * Ray 
pictures, motor meal, and stomach analysis all showed a distmct 
obstruction at the pylorus 

At operation it was found that she had a small, more or less 
annular ulcer just inside the pylorus on the lesser curvature, 
practically completely blocking the pylorus The stomach was 
enlarged A gastro-enterostomy was done and the patient has 
made a lauly good recovery notsobnlhant as some of the others 
She has had a little disturbance since the operation She tells 
me that she vomited about two weeks ago She has gamed 
lOJ pounds since the operation on September 11, 1916 

Now the question comes up What deductions are we to 
make from the cases we have seen this monung? I say this in 
all fairness I hope to my medical colleagues Our medical 
statistics show that about 85 to 90 per cent of gastric and duo 
denal ulcers will get well with good feedmg and proper care I 
Wish to lake issue with that statement I beheve that a large 
percentage of gastric and duodenal ulcers will get well under 
medical treatment but I do not beheve that 90 per cent get 
well One thing which renders these statistics fallacious is the 
fact that the medical man cannot get ah the evidence When a 
recurs and recurs it goes to the other man and therefore 
the first doctor s statistics are incomplete He also draws 
another condusKw? irfucfi I beheve is fefecious and I think you 
will agree with me if jou watdx your medical clinics The 
uitetnisl gets a case m which a gastroenterostomy has been done, 
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and he finds that the patient has cot been cured HeshoTSth 
case to } ou and to the medical profession as a case that 
didnotcure Thearguinentis£alIaaousagainbecauseth^<dy 
see the cases that do not get well The ones that get Tt3 b? 
surgery do not go to the medical man. It is only the cases n 
which the result is not good that go back to the rdedical C 2 _ 
We have showed j ou this morning many cases that got irell bj 
medical treatment, and there are a lot of them, but theperceatis* 
IS not 90 

Srmging up the quesbon of what you should do n lie 
mdnudual case First make as accurate a diagnosis as psKsble; 
second, institute a stnct medical regime, the basis of which B ret, 
diet, alkahes, and, m selected cases, gastnc la«ge, and thea,3 
the trouble recurs and recurs, that case becomes a suigxal cut 
If bleedmg persists or if there is pylonc obstiuctioD agaia tbs 
condition becomes surgical If it is not reasonably possible to 
make a diagnosis of simple ulcer m co n ti a distuirtioa to Icsh^ 
nant ulcer, the patient should have the advantage of an 
operataoiL 

Just a word with regard to closure of the pjloru I ao ost 
closmg the pylorus except in rare cases I have not had occas's 
to observe that procedure over a long penod of tune. Itfc. 2 hl 
have had less disturbance with vomiting and the recurren® d 
symptoms in the cases in which I have not dosed the p)-lia3 
than in the cases m which I have However I am stHI open to 
conv^ctlon- 
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REMOVAL OF ABDOMINAL TUMORS UNDER LOCAL 
ANESTHESIA 

Summary Two cases illustrating the great value of local anesthesia for abdominal 
woifcin the presence of conditionsm nhich ether anesthesia u contraindicated 
the Farr infiltration apparatus and table for visual explorat on of the abdomen 
without the employiaent of traction on the viscera 

Local anesthesia is now recogmrcd as a Ue*saving measure 
in those cases in which it is impossible to administer a general 
anesthetic Every large hospital furnishes almost daily cases m 
which were it not for local anesthesia the patient would stand 
absolutely no chance of recoveiy The purpose of this article is 
to point out the extreme cases which may be successfully oper 
ated Under local anesthesia and to illustrate by two recently 
operated cases the techmc of administering local anesthesia 
Cases of large abdommal tumors frequently require operation 
as an emergency measure, and either through conditions brought 
about by the tumor itself or by conditions outside of the abdom 
^ cavity will suddenly become grave The patients are so 
l^dicapped by the presence of a large abdominal tumor that 
e only hope hes m relief of the mechanical conditions brought 
a out by the presence of the neoplasm This last class of cases 
B ulustrated by Case I 

^ — ^A telephone operator, twenty nme years of age, 
was admitted to Cook County Hospital January 5, 1918, com 
p aming of pain in the right side slight fever and general weak 
ness She had left the hospital four days previously believed to 
e ully convalescent from a pneumoma which had had no 
« nite localized signs She also had an o^’a^an cyst of five 



months’ standmg irhich was about the size of a faB-tm pc;*- 
nancj Before lea%mg the hospital she had beei adr^B 
remain and ha\*e tb« Q'^t ^emo^■ed 

After leaxing the hospital she felt well for three dajs, 
she began to ba\ >> «ibaTp p.-im in the ngbt side of theabdocace 
attemptmg to n^e from her chair Tht* was not ac ccgp^*i*f 
bj nausea or \ omitmg The p^^^n ^ras relieved bj di'i 
but was accentuated b> monng to ather side coi.ghmg c 
sfrainmg movements sudi as movement of the bowrfs or cm- 
bon. She had no rhtlk or \osutmg 

Fh'e j-ears prevnous the patient had had an ^spendeemsr » 
right E^ed o<^horecfomj, and salpmgectoci} 

Upon emmmatioa her pulse was 118 respjaticcs 22, la- 
temperature 102® F Leukocite count was P 000 

Physical exammatjon rc\-ealed «catteTed riles oxer the B 
lower lung postenor^ The heart was negative. ^ * 

severe tac^g co jgh and brought up large quantities of 
The face was flushed and the tongue heavilv coated. Tie 
men was markedly dutended with fluid. Percusswa BCi»e ^ 
flat about the mnbOiccs and it wa* pcfesible to detect 
fltad withm the abdomexu There was tenderness and nnssaJ? 
ngiditi citr the lower nght quadrant of the abdomen. 

Upon ^wginal examination an mdefinite fluctuating cas 
to be felt m the pxistenor culdesac. 

A diagnosis of ovanan evst with twisted pedide and ac- 
<Lfias€ bronchitis was made. 

Fvanimatioii of the 'putum 'Lowed no tubercle banDu ^ 
patient ran a temperature \-arving from 100® to IOj 6® F, tet 
on January 11th, 'll days aftw admissioii, the tempe^^ 
drepped to no rmal , On the 12th she was transferred to ^ 
eurgicsl 'CTMce for operatioiu as the quanbtv of flmd witha tir 
abdomiual ca^ati was rapid^ moeasing m amount and ^ 
rgspuatioa was greatlv embarrassed. 

Operation (January 12 1918) —The usual abdominal p-'t?*' 
ration was made and a local infiltration of the 't-in and 
cutaneois tisues was made reaching frnni about 2 mches abo'* 
the embiheus well down toward the snnphysis pubis (Fig 1^' 
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An incision was made through the welt prwluccd by the mfiltra 
tion down to the fascia A second line of infiltration was then 
made extending down through the peritoneum The perito 
neum was opened and the cyst exposed A large trocar was 
introduced into the cyst and immediately a thick dark brown 
ish fluid escaped In all 10 quarts were remoacd Vftcr remo\ 



* 'R Rrm >al ol larfie alAiominal (umor wutei local anesthesia— 1 ne of in 

filVntion 

mg as much of the fluid as possible with the trocar the cyst 
" all w as incised and it w as found to contain numbers of daughter 
cysts (I ig I7t) It was possible after the c%acuation of the 
*1md to bring out the entire cyst through the abdominal wall 
exposing Its attachment down to the left broad ligament At 
'his step of the operation it was necessam to idminister a small 
amount of nitrous oxid and oxxgen while the clamps were 
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applied to the pedicle and the c\-st attachment '^ecered 'He 
pedicle ''as sutured O'er in the usual "3' b' hea'A c”" 
ninnins suture and the abdomen clo^d "ithout draiai'^ 
The patient made an une'entful reco'cn from the 
tion and the skan cLp^ and deep silkw-orm «titche5 'cere reewJ 
one "cck later There was a shght infection of the ‘knircc:! 





which rapid!' healed up The br nchni_ impro'ed marked^ 
and the patient left Iht ho pita! at the m J f one month app“ 
entl' "cll 

This i]!u-trate» a ca-^ of acute extra abdominal le-ion coD 
pheated b' a large abdominal tumor Hecau-e of the re^ptra 
torA embarra'-ment and the acute duTuse bronchitis ether 
anesthesia wa- not to be thought of Ihe patient complained 
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of no pain under the local anesthesia The use of the nitrous 
oad and oxygen "was not at the request of the patient, hut was 
resorted to in order to save tune at the close of the operation 
m a situation where local anesthesia is difficult to obtain 

Case II — ^The second case concerns a woman of twenty 
seven years, who came into the hospital on October 14, 1917, 
complaining of swellmg of the abdomen^ abdominal pam, loss 
of weight, and cough 

She had felt quite well up until three months before admis* 
Sion Since that time the abdomen bad been gettmg pro- 
gressively larger and at first she thought she was pregnant 
She noticed, however, that she was losing weight rapidly, but 
was unable to state how many pounds The cough has been 
present for the past two weeks 

On exaimnatiOQ the entire left lung was found to be flat, 
with greatly diminished breath sounds Bubess was present 
over the entire abdomen, wbch was greatly distended with 
fluid There was very little evidence ol collateral venous or* 
culation m the abdominal wall However, upon palpation 
masses of vanous sizes could be felt through the abdominal wall, 
and these seemed to be part of a large tumor There was some 
edema of the legs, possibly due to the pressure of the tumor 
Exammation of the unne sputum, gastnc contents, and 
stools was negative The nght chest was tapped many tunes 
and large amounts of a serofibrmous fluid were remerved, with 
a speafle gravity of 1010 The abdomta was tapped on stv 
eral occasions and large amounts of hemorrhagic colloidal flmd 
removed The Wasseimann test was negative 

A diagnosis of tuberculous pleurisy with eflusion and tuber 
culous pentomtis with asates was made Later when colloidal 
material was obtamed on tappmg the abdormna] tumor, a diag 
nosis of mahgnanty of the ovary was made 

The patient left the hospital on December 23d and returned 
later because of the mcreasing seventy of the symptoms She 
was then transferred to the surgical service 

Operation — ^The operation was performed under local anes 
thesia, the mfiltration of the abdominal wall extending from 
lot. *—36 
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about 2 mcbes above tbe timbibcus to close to the symphysis 
over tbe right rectus muscle The abdomen was opened wit 
out pain to tbe patient and disclosed a large, irregular, lobukted 
mass Upon mtroduang a trocar mto this mass only a smiS 
amount of fluid was obtained An isasion was then made mto 
the mass, and it was found that the outer <yst wall contained 
many smaller tumors, which were fused together Fortimatdy 
the cyst wall was not attached to the peritoneum or to any of 
the intrapentoneal viscera It was possible then to luxate thu 
enormous tumor through the abdominal inasion At this point 
recourse was had to nitrous oxid and oxygen, the pedicle of the 
tumor clamped and severed, and the stump sutured with rim 
mng catgut The abdomen was closed without drainage 
The patient did nicely until the fifth day, when she died of 
exhaustion Unquestionably this patient should have been 
operated at an earlier period before ber cachena became *0 
marked 

Upon examination of tbe tumor no evidence of malignancy 
was found tbe climcal diagnosis bemg cyst of the ovary 
The lesson taught by thi< case is that abdominal tumors m 
which an absolute diagnosis cannot be made will have a possible 
chance of recovery by an early laparotomy under local anes- 
thesia Local anesthesia per se is without danger and in prac 
bcally every case affords opportumty for intia aMommal inspec 
tion and exploration without pam or danger to the patient 
Robert Emmett Farr, of Minneapolis introduced a very 
useful method for infiltration of the tissues In effect his ap- 

' - * - ,*r -r 1. . _ . jjf ^blC 

A rubber 
this IS w 

turn, connected with a needle Positive pressure is produced 
within the glass buret by means of a rubber bulb whidi pumP 

,1 u * ^ «v 1 a 

the 

sed. 

This helpful apparatus also obviates the necessity of synng® 
which are constantly getting out of order 
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Another useful suggestion of Dr Fart’s is the employment of 
a suitable table which changes the posture of the patient for 
visual exploration of the abdomen By moving the patient 
from side to side and into the 'I^endelenburg position or reversed 
Trendelenburg position it is possible by utilizing tbe force of 
gravity to brmg much of the mtrapentoneal contents m review 
before the eye without the use of traction upon the viscera 
Ones ability to explore the abdomen under local anesthesia 
maeases with practice and the postural method adds greatly 
to the comfort of the patient and mimmizes the amount of 
traction required to expose the viscera 

The solution used in both of these cases was ^ of 1 per cent 
apothesm 



USE OF THE HOGLUND BONE TRANSPLANT FOR UN- 
UNITED FRACTURES OF THE TIBIA 

Summary A p^bent presenticj; a spual fracture of both bones of the leg m rrhich 
satisfactory reducbon could sot be siamtamed by external fisabon the 
Hoglund intramedullary bone-spiist— tecb&ic of its use— results 

The patient, a dressmaker, thirty five years of age, sLpped 
on a wet floor and fell with her left leg beneath her She felt 
the bone give way and heard it crack She was immediately 
brought to the hospital and the signs of fracture found, 

namely, evidence of local trauma, loss of function, crepitus, 
deformity, and false pomt of motion The fracture had not 
compounded, but there was a great tendency for the lower 
fragment of the tibia to pierce the overlying skm 

A skiagram revealed a spiral fracture of the lower third of the 
tibia and a fracture of the fibula at its upper third Attempts 
at reduction under anesthesia were without success, the skia 
pains showing that there was about an inch of ovemdmg of the 
fragments of the tibia It was deaded that an open operation 
with mechamcal immobiluation of the fragments would be the 
only means of securing adequate reducbon and fixation 

Operation — ^Undet ether anesthesia an inosion was made 
rom a point about 3 mches above the articular surface of the 
Ubia and along its flat surface to a pomt slightly above the 
external malleolus The soft tissues and the penosteum were 
retracted to either side and the bony fragments brought up out 
0 the wound and freshened by means of a sharp curet and a 
rongeur forceps 

It was deaded to use the method of transplantation advo 
® ed by Dr Emil Hoglund By means of a motor-dnven saw 
wo parallel cuts were made m the upper long fragment of the 
'a extendmg from a point about 1 inch above the fractured 
tuH ^ “Tches along the shaft of the bone These longi- 

ma parallel cuts were umted at either end by a transverse 
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cut with the chisel (Fig 174, 1) The fragments irert tia 
held in ahgnment and an attempt made to push the transp'ant 



Fig — I, A Outline olU»aspIaijt made by paraUdJongitudiMJ®'*’*’^ 

twin s»»s dnveo by dectnc motor Loosened «t ends by tians\-eise cats ^ 
n.rrow cbiseL 2 Tbe tossplaot depressed into medullaiy cavity sod 
do*n»*rf t>y of • hiBuner blows ■jsinst tie flit furiiee of » 

P„jsed»ga“*t upper end of tiansplant 3 Showing tnnspUnt in 

left by Its itmoviL 


mto the meduUaiy cavity with the idea of dnvuig it do« 
through the medullary cavity until it bridged over the two fraf 
meats of the bone Unfortunately this was not possible, for 
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tte reason that the longitudinal saw cuts had been made with 
a single cucular saw rather than with the twin saws, and as a 
result of this the direction of the saw cuts was such that a 
trough lie cavity resulted, so that in effect the transplant was a 
wedge bemg broader upon its cortical surface than upon its 
medullary surface Upon discovering this error the transplant 
was removed and introduced from below into the lower end of 
the upper fragment The two bony fragments were then 
brought mto alignment and the transplant, which now could be 
seen through the trough like opening in the upper fragment, was 
easily canied downward through the medullary cavity until it 
bndged over the fracture and reached to the lowest portion of 
the medullary cavity of the lower fragment (Fig 174 2,3) 

The pnnaple of this method must appeal to every one, 
because where the twin saws are used it is unnecessary even to 
hft the transplant out of its bony bed It is merely depressed 
ttto the medullary cavity and driven on downward untd it 
hndges over the line of fracture The sunphaty of the method 
ttiut recommend it to all those who do much bone surgery 
It has the further advantage of not incapaotaling the other leg 
to It Was formerly the custom to remove the transplant from one 
b and introduce it into the bone of the opposite side 
hi the case above described the patient showed signs of a 
s ght infection about the tenth day This was treated with 
ismuth paste and rapidly healed up No mterference with 
ony union took place and the patient has a strong line of union 
^th perfect anatomic restoration now two months after the 
operation 
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cut with the chisel (Fig 174 1) The fragments tliEa 
held m ahgnment and an attempt made to push the transphit 





Fig — 1 4 Outlioe of transplant jnade by parallel Iwigmidmald^”^ 

twin saws dn en by electric motor Loosened at ends by trans'erse co® " 
Tiarrow duseL 2 The tras^Iaot depressed into njeduUary cavity afld 
downward by means of a few hammer blows against tie flat surface of * 
pitssed against upper end of transplant. 3 Showing traosplaotm place and si** 
left ts removal 


into the medullary cavity with the idea of dnviag it down 
tlirough the meduUaiy cavify until it bndged over the two frag 
ments of the bone Unforttmately this was not possible fof 
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r the reason that the longitudinal saw cuts had been made with 
a single cucular saw rather than with the twin saws, and as a 
result of this the direction of the saw cuts was such that a 
trough like cavity resulted so that m effect the transplant was a 
^ wedge being broader upon its corhcal surface than upon its 
^ medullary surface Upon discovering this error the transplant 
was removed and introduced from below mto the lower end of 
the Upper fragment The two bony fragments were then 
brought into ahgnment and the transplant, which now could be 
■' seen through the trough like opening m the upper fragment, was 
^ easEy earned downward through the medullary cavity until it 
' hndged over the fracture and reached to the lowest portion of 
the meduUary cavity of the lower fragment (Fig 174, 2, 3) 

The pnnaple of this method must appeal to every one, 
because where the twm saws are used it is unnecessary even to 
bft the transplant out of its bony bed It is merely depressed 
utto the medullary cavity and driven on downward until it 
nages over the line of fracture The sunphaty of the method 
owt recommend it to all those who do much bone surgery 
t has the further advantage of not incapaatatmg the other leg, 
M It was formerly the custom to remove the transplant from one 
and introduce it mto the bone of the opposite side 
In the case above desenbed the patient showed signs of a 
s g t infection about the tenth day This was treated with 
ismuth paste and rapidly healed up No mteiference with 
oiy union took place and the patient has a strong line of muon 
perfect anatomic restoration now two months after the 
operation 
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TUMOR OF THE GASSERIAN GANGLION 

Summary Histoiy And physical eiammalion of patient— the diagnosis— differ 
eatiation of tic douloureux, infectioo of s^dieco da] sinus and tumor opera 
tioD histology of tumors of the gassenan ganglion postoperabve history of 
the present ease 

The patient is a male thuty-one years of age, a farmer by oc 
cupation His family history is negative, as are also his marital 
and past medical histones Habits are negative, and be denies 
any venereal history 

He comes to the hospital complaining of pain )o the nght 
forehead nght ear, and nght side of face The trouble started 
m January, 1916 when the patient noticed pam above the right 
eye The pain was dull in character and severe, with intermit 
tent increase in seventy The exacerbations bad no recogniaed 
provoVang cause About one year latei the patient began to 
have sinular pam along the nght lower jaw At this tune the 
pain was continuous with periods of severe exacerbations 
About April of this year pain of a similar character appeared 
under the nght eye and over the nght cheek At tunes there are 
sharp shootmg pains m the nght ear For the past six months 
there has been a sense of ' numbness” m the right cheek and jaw, 
and also dunng this tune there has been noticed a gradually 
developmg atrophy of the muscles of the nght side of the face 
and jaw For some tune past he has been unable to open the 
jaw to the former nonnal extent 

A few months ago the patient went to one of out piominent 
climes, and an infected right antrum was found and diamed 
Practically no relief was obtained from this A few weeks ago, 
at another clinic the inferior dental nerve was resected and the 
infra-oibital nerve injected with alcohol Very little rehef 
569 
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resulted from this, and one week later the inferior dental nave 
was injected with alcohol Some rehef from this was obtained 
for a short tune, hut soon became worse again, and for the past 
month the patient has suffered continuously night and day 
During the past week he has used opiates freely, from which he 
has not been able to obtain much rest. He has lost 50 pounds m 
weight dunng the past few months Ihere has been no nausea or 
vomiting, nor any failin g of vision. No tinnitus nor vertigo 
There has been questionable diplopia 

Physical Ezammation. — ^The patient is a well-dev eloped and 
only fairly well noimsbed male Themental state is dull and the 
patient is chOdish. Color of and mucous membrans is 
good Hzamination of the chest, lungs heart, blood vessels, 
abdomen, gemtalia, and extremities shows entirely negative 
findings Reflexes not remarkable Pcnphcral lymphnode 
nowhere enlarged, save for slight enlargement of the ingwial 
nodes on both sides The interesting findings are confined to the 
bead. The skull is symmetnc and shows no exostoses depres- 
sions, or tender areas Scalp and without scars 
facial expression is dull The of nght side of face is mece 
red and is warmer than that of the left There is a slight sag 
gmg of the nght cheek, but no definite atrophy is found Sen- 
sation totouch IS diminished to absent over the nght forehead 
cheek, and jaw 

Eyes —There is a marked conjunctival injection in the right 
eye, and considerable swcllmg m and about the two nght eyelids- 
There are blephoraspasm and photophobia on the nght whSe 
the left shows no such findings The pupils are equal, regular 
and round, and react well to light and accommodation, b® 
ptosis nor nystagmus There is present an e-xtemal strabismus 
on the nght, which vanes m degree, mcreasing with the perform 
ance of the remaining extra-ocular movonents, which are otha 
■wise well performed No gross disturbance of vision made out. 

Ears — NegaUve, except for slight impairment of heaiing on 
the nght. 

Nose, negative Teeth m good condition. Tongue 
protruding m midlme 
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There is marked limitation of mo\ement of lower jaw, 
patient being unable to separate the teeth more than 1 3 cm 
Motion of jaw not painful Inflection of throat difficult on 
account of inabibty to open mouth 

The uruie is negati\ e One \\ assermann test on blood serum 
was negative another was shghtly positive Ten da>s ago an 
attempt was made to inject the mfctiOT and middle brnnehes of 
the fifth nerve with alcohol but veryhttlerehef followed While 
the patient is nev er free from pain the suffering is w orse at night 
than duimg the dajtime During the past few daj s the patient 
has taken from 2 to 3^ grams of morphin each night and then 
was not entirelj reliev ed 

COMMENTS BY DR PERCY 

Diagnosis —It seems likel> that we are deahng with a tumor 
of the gasserian ganghon It is evident that it cannot be simple 
tic douloureux because of the paralysis of the sixth nerve The 
pam in this case became contmuous soon after the beginning of 
the trouble and has persisted smcc while in tic douloureux the 
pain IS never so persistent but is mtermittent m character and 
comes m spasms There really has been no interval of relief 
from pain in this patient from the beginning of his trouble 
Infection of the sphenoidal smus might cause a severe persistent 
pam in the region of the distribution of the fifth nerve but w ould 
not be hkc\> to cause paralysis of the s«th nerv e Tumor of the 
gasserian ganglion is extremcl> rare but still with the history 
of the severe persistent continuous pam with involvement of 
the sixth nerv e and the absence of other symptoms pomtmg to 
a bram tumor or to an infection of the sphenoidal sinus it seems 
that on these sjmptoms alone one is justified in makuig a prob 
able diagnosis of tumor of the ganghon 

Operation — The patient has been anesthetized with ether 
and placed m the rev erse Trendelenburg position at an angle of 
45 degrees A needle threaded with catgut is passed around the 
temporal arterj and tied This controls most of the hemorrhage 
from thn scalp Gap whida. vs Va be xawde A rvaunwg catgut 
suture IS now placed m the scalp taking m an area of the scalp 
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resulted from this, and one week later the mfenor dental cent 
was injected with alcohol Some relief from this was obtotd 
for a short time, but soon became worse again, and for the past 
month the patient has suiTered contmuously night and day 
During the past week he has used opiates freely, from whid h 
has not been able to obtain much rest He has kst SO pounds B 
weight during the past few months There has been no nausea or 
vomiting, nor any faibog of vision. No tumitus nor lertigo 
There has been questionable diplopia 

Physical Examination. — ^Thc patient is a well-de% eloped and 
only fairly well nourished male The mental state is duD and tie 
patient is childish Color of skm and mucous membranes is 
good Examination of the chest, lungs, heart, bloodvessels, 
abdomen, gemtaha, and extremities shows entirely negatire 
findings Reflexes not remarkable Penpheral lymph node* 
nowhere enlarged, save for sbght enlargement of the ingmnfl 
nodes on both sides The mterestmg findings are confined to tlif 
head The skull is symmetric and shows no exosteses deprS' 
sons, or tender areas Scalp dean and without scars Ihe 
facial expression is dull The skin of right side of face b 
red and is warmer than that of the left There is a slight tii 
ging of the right cheek, but no definite atrophy is found Sen- 
sation totouch is duxunisbed to absent over the right forehead, 
cheek, and jaw 

Eyes — ^There is a marked conjunctival injection in the right 
eye, and considerable swelling m and about the two nght ej'elidi. 
There are blephoraspasm and pbotophobia on the nght whhe 
the left shows no such finding -; The pupils are equA reg'dai 
an d round, and react weD to bght and accommodation, h® 
ptosis nor nystagmus There is present an external strabismus 
on the right, which vanes in degree inaeasmg with the perform 
ance of the remaining extra-ocular movements, which are other 
wise well performed No gross disturbance of vision made out 

Ears —Negative, except for slight impairment of heanng 
the n^t 

Nose, negative Teeth m good condition Tongue de®® 
protrudi^ m midline 
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There is marked limitation of mo\ement of loner jaw, 
Datient being unable to separate the teeth more than 1 3 cm 
Motion of jaw not pamful Inspection of throat difScult on 
iccount of inability to open mouth 
The urme is negati\ e One W asseimann test on blood serum 
nas negative, another nas shghtl> positive Ten davs ago an 
ittempt nas made to mject the inferior and middle branches of 
the fifth nerve with alcohol butvcryhttle rehef followed While 
the patient is ne\ or free from pam the suffering is w orse at night 
than during the daj-time During the past few da> s the patient 
has taken from 2 to Sj grams of morphm each night and then 
was not entuelj reheved 

COMMENTS BY DR PERCY 

Diagnosis —It seems likely that we arc dealing with a tumor 
of the gasserian ganglion It is cv idcnt that it cannot be simple 
tic douloureux because of the paralysis of the sixth nerve The 
pam m this case became continuous soon after the begmning of 
the trouble and has persisted smcc while m tic douloureux the 
pam IS never so persistent but is mtermitlent in character and 
comes m spasms There really has been no interval of relief 
from pain in this patient from the beginnmg of his trouble 
Infection of the sphenoidal sinus might cause a sev ere persistent 
pam m the region of the distnbution of the fifth nerve but would 
notbehkel) to cause paralysis of the suth nerve Tumor of the 
gasserian ganghon is extreme!) rare but still with the history 
of the severe persistent contmuous pam with mvolvement of 
t e sLvth nerve and the absence of other symptoms pomting to 
a ram tumor or to an infection of the sphenoidal sums it seems 
these sjTOptoms alone one is justified m makmg a prob 
^ 0 diagnosis of tumor of the gangbon 

Operation The patient has been anesthetized with ether 
45 reverse Trendelenburg position at an angle of 

egrees A needle threaded with catgut is passed around the 
empora! artery and tied This controls most of the hemorrhage 
fom the scalp flap which is to be made A running catgut 
ure IS now placed m the scalp talmg m an area of the scalp 
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resulted from this, and one week later the mferiOT deaUl ars* 
vras injected with aloc^L Some relief from this was ofcUsd 
for a short time, bat soon became worse again, and for the past 
month the patient has suffered aintmucnisl} night and izr 
During the past week be has used opiates freely, from wLdb 
has not been able to obtain much rest. He has lost 50 ponais n 
Weight during the past few months There has been no nanseiK 
vomiting, nor any failing of sision. No tinnitcs nor 
Thffe has been questionable diplopia 

Phyacal Examinatioa. — ^Tbc patient is a weD-de^elcped ind 
only fairly well nourished male The mental state is dull ardtij 
pabent is childLsh. Color of skin and mucous memhraias s 
good Exaniiaabon of the chest, lungs heart, blood vess& 
abdomen, genitalia, and ertremibes shows entirely negstnt 
findings Reflexes not remarkable Penphffal Ijiaphnoda 
nowhere enlarged save for slight ealaigemeat of the jagoefl 
nodes oa both sides The interesting findings are confined to the 
head. The skull is symmetric and shows no ei»tos«s dqjres- 
sons, or tender areas Solp clean and without scars Tht 
facial expression is dull The skm of nght side of £«* n na« 
red and IS warmer than that of the left There is a sli^t sag 
ging of the right cheek, but Ho definite atrophy is found. S®" 
sabon totouch is dmumshed to absent over the nght forehead, 
cheek, and jaw 

IS a marked conjunebval mjeebon in the right 
eye, and considerable swellmg in and about the two right eyeljls- 
There are blephorasjjasm and photephob la on the right, wi3e 
the left shows no such findings The pupils are equal, regul« 
and round, and react weD to light and accommodabon- b® 
ptosis nor nystagmus There is present an external strabisaa 
on the right, which \ ones in degree, increasing with the perfoio- 
ance of the remaining extra.ocufar movements, which are other 

wise well performed- No gross disturbance of vision made out 
■Dim —Negative, except for slight impairment of heanug oo 
the nghb 

Nose, negative Teeth m good condition. Tongue rfeaa. 
protruding m midline 
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a Lttle larger than the proposed scalp-flap This suture begins at 
the base of the flap in front and extends arouml to the base poste 
norij and back again to the starting point \\ hen pulled tight 
andtieditpre\entshleedingfromthescalpdistally (fig 175 1) 
Thein\erted U shaped scalp-flap fc> made and two holes trephined 
in the skull and the bone flap sawed by means of a rotarj dec 
tricallj drnen chain saw (Fig 175 2) The dura i-» now care- 
fulij separated from the skull ■and the temporosphcnoidal lobe 
of the brain is hfted from the middle fossa of the skull first 
w’lth the fingers and then by retractors (Fig 176 3 4) As 
the hram is lifted upward you can sec a tumor lying in the 
middle fossa of the skull entirely extradural It is not at 
tached to the skull nor the dura but looks as though it were 
attached to the gasserian gangbon only Our next step will be 
to ligate the middle meningeal artery just distal to w here it comes 
out of the foramen spinosum This procedure will be more 
ddCcull than usual because the tumor is m our w ay By retract 
mg the tumor forward the foramen spinosum is exposed and 1 
will carry a fine silk hgature around the middle meningeal artery 
and ligate at two points and cut between fFig 176 41 Now 
as the brain and dura arc retracted further upward you can see 
that the base of this tiunor comes from the gasserian ganglion 
(Fig 177 5) Fortunately so far there has been very little 
bleeding in fact much less than durmg the usual gangbon opera 
tion On account of the size of the tumor which is about 3 5 by 
2 5 cm It IS impossible to expose the mduidual branches of the 
ganglion so I w lU first remox e the tumor as close to the ganglion 
proper as is possible and aftcrivard remoxe the gangbon 

A pair of cuix ed forceps is placed as neat the base of the tumor 
possible and the growth crushed ofl m this manner This 
gnes us a good xiew of the ganglion The mfenor branch of the 
ganglion is now exposed as it enters the foramen oxale and is 
severed at this point By woikmg a little forward the middle 
branch is exposed as it enters the foramen rotundum and is cut 
^ou wall note that the gangbon is abnormal in consistency 
It IS very friable and crushes to pieces easily from the grasp of 
the forceps I will not try to demonstrate the first branch of the 
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FiK 175— 1 OutI nenfonUtqlMlicflaijloljt lufnrdrloun Nolt coni nuou* 
J,rm<Mtatic luluff /», liCTIureon ICfnfioral«ritry 2 Sict n I si.ji m fnrmaliunof 
<>jtcop1a»lic flap Trcph ne npeninrn «r»il linn (or incivKn 1 1 muRli the bone 
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Pg 1 6—3 ChiK^jla-Cc Cap iiime<i <J inj tnsxr' lu^ened for 
p,j;posecfs<parstii!?lie4orafn>oitlie_lnn i r ub«b-at uaofoudttirattH*- 
g«aJ arterr at foranjeo TU’O'om. 
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was closely connected with and apparently included the ganghon 
It had a definite reddish fibrous capsule and was well defined, being 
attached only at the gasserian region The tumor, on section, 
was found to be of firm consistence, and the cut surface was- 
lusterlous wbte, and striated The mass was uniform m these 
respects throughout Microscopic sections showed the type of 
cell for the most part, to be elraigaled, narrow, and oval How- 
ever, in certain places the cells are almost roimd The elongated 
cells are parallel In some regions the connective tissue stroma 
IS ndi and the tumor cells occur in patches of alveolar formation 
about the vessels In other places the field is almost entirely 
made up of tumor cells A tare mitotic figure is seen No giant 
cells are found There are fibrils, free from the cells, varying from 
fine to coarse, and m places forming a tangle The fibrils arc not 
markedly numerous 

It seems to be difficult to decide on the nature of the growth 
removed Sections of the tumor were studied by different 
pathologists, and the diagnoses suggested were neurofibroma, 
fibrosarcoma, and endothelioma In other reported cases of 
tumor of the gassenan ganglion the pathologists have not always 
agreed upon the nature of the growth Sadis, m reportmg his 
case m the Annals of Surgery, August, 1917, dassified the tumor 
as most probably being an eudothehoma Sacha wntes “A 
considerable number of these tumors have been studied patho- 
ogically In the last fifty two years the Uterature contains 37 

These have been reviewed with particular care as to their 
^thology by Marchand and Giam Though various diagnoses 
ve been made in these cases, vaiymgfrom caicmoma to sarcoma 
^d endothelioma, the consensus of opinion has been to call them 
cndoUieliomata It seems probable that at least some of these 
^es called catemoma belonged to the endothehomata ” 

Convalescence — There were no symptoms of shock following 
operation, and the patient made a good convalescence He had 
cen taking from 2 to 31 grams of morphin daily previous to 
operation, and required some morphm for about one week follow- 
ing operation The wound healed kmdly and stitches were 
Omoved on the eighth day A couple of days later the wound 

VOU »— 3; 
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ganglion, as it lies in too dose relation with the caiernous sinus. 
The dura is now separated from the upper <;urface of the ganglion 
b) means of this blunt dissector The escape of the certhro- 
spinal fluid w hich jou now sec indicates that the dura has been 
opened during this dissection WTiat is left of the gangboa b 
now remoaed ba grasping it toward its posterior portioamlha 
pair of hemostatic forceps and making traction along the aib 
of the nen e This extracts the ganglion together with a portion 
of its root The hemorrhage i?. quite free now but wdl probabh 
stop after tampomn '' the bleeding area withgauzeforafew minutes 
If It does not cease m a few minutes from the packing the end of 
this gauze pack, w ill be brought out from the angle of the wound 
and the pack left in place for Iwentj four hours tte will now 
reraoae this tampon which has been in place for about 
minutes \ou «ee the hemorrhage has cea.cd eatireh 
maa do e the wound without drainage The retractors ho’dmg 
the brain upward arc now remoaed and the brain allowed lo 
settle down into the middk fossa of the skull again It i Mther 
slow in doing so but w ilhin a few mmutes it will settle down into 
place In this cas^ the bone-flap ml] be left out and in addi 
tion to that I Will enlarge the opening in the skull with the 
bone biting forceps working postenorla and low down Tbi- 
is done for the purpose of making a permanent decompf® 
This tumor is undoubtedK malignant and the chances are that 
there will be a recurrence and the patient will h\e longer and 
be more comfortable with the decompression than without it 
The wound is now dosed without dramage 

The e>e on the sile where the ganglion has been remoied 
will require *peaal attention for some time to a\ oid irritation and 
ulceration I will place these two silk sutures m the hds to keep 
the e^e do ed for a few da>-s -kficr the stitches are remoied 
from the hds the eje wiU be protected b\ a watch glass shield 
held in place h\ adhesii e plaster The ea e will also be imgated 
frcquentl} with bone acid solution These precautions are 
usualh suihcient to prexent ulceration of the cornea 

rumor— The growth was3aT23xl cm m size and was 

constneted somewhat at lU center (Fig 177 6) The tumor 
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mniRIES OF THE CHEST IN CIVH LIFE AND WAR 

5 miidrjf PrtAcmnion ol s c3 n illusitating ihe d aRiiOM^ com) licatiuns and 
treatment of fraciure of nbs htmorthaRo pncumotlorn serous and ui i ura 
tiie intrapleural effusions em) hjscma and the Ute com] liciiions risidi n„ 
from fbrous ts ue development and contracture m thoracic wounds a m 
wirv of battle fcld surgery of the cl c»t a»dcvcIo( cd on the West front 

I desire to show j ou totli) 5 c x^cs lUustr'ilmi; \ irioua ph ise^ 
of injuries of the chest ns wc oWrve them m i hr^e metro 
rolitan hospital i e the injuries of (i\il life \ftcr presenting 
the duet features of these cases I wiH resiew some of the prm 
cipal features of war surgery of the chest 
5«HiiHar\ oj Cd?e / — Multiple frxetun. of nbs htmu 
pneumothorax With pressure s>'mptoms on he trt and incdiisti 
nurn extreme subcutaneous emplnscma multiple ispinlions 
of chest recoeere 

The first patient is a man filt\ eight jenrs of age who w is 
rought to the hospital four weeks igo after tailing from i 
^ lie: 1 distance of about 12 feet and striking the left side ol 
IS chest I examined him about three hours dler the injure 
found a fal>e point of motion o\er the seventh eighth ind 
l^inth ribs from the axillary line to the spine indicating muUi]dc 
r^ctures of these nbs a finding which w is liter conhrined b> 
ca) examination In addition to these c\ idtnces of fractures I 
ound a widespread subcutaneous emphasemx extending from 
e median line behind to the median line in front and from the 
^axicle aboxe almost to the costal arch below The lips ind 
ad a distinct cj anotic tinge and there w as m irked d> spnea 
ont^ (120) and small and there w as slight hem 

X’Sb Percussion show cd an area of dulness about the w idth 
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began to dram serum through a couple of stitch holes. ^ 
drama^ persisted for a number of daj-s The pahent left the 
hospit^ about four weeks after operation, free from pao for tie 
first tune m nearlj two j^ears I have heard nothing of ts 
progress since leaving the hospital A recent letter of inqurv 
while not returned, brought no response. 
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Summary I rtsenuiion of $ casfs lUu^tratinR the diagnosij compicaiiona and 
treatment of (rarture of nbs hemorthagc pneumothorat serous and sup] ura 
** c iniraplcura] effusions emphysema and the late tompl cations resulting 
from fibrous tissue development and cnnttacture m thoracic wounds a sum 
marv of battle fcld surger> of the chest as developed on the W tst front 


I DESIRE to sho^\ > ou toda^ 5 cases illustrating \ arious phases 
of injuries of the thest as we obscr\c them m a hrge metro 
poliUn hospital i t the injuries of ctvilhfc \tter presenting 
fhe (hief features of these cases I will rc\icw some of the prin 
upal features of war surgcr> ol the chest 

Simman of C o« / —Multiple fracture ol ribs hemo 
pncumothora’c with pressure s>Tnptoms on heart md mediasti 
nam extreme subcutmeouN emph>scma multiple aspirations 
of chest recox erj 

The first patient is a man fifty ei^ht >c\rs of age who was 
rought to the hospital four weeks ag<» after falling from a 
aifcltr a distance of about 12 feel and sinking the left side of 
is chest I examined him about three hours after the injuiy 
anti found a faKe point of motion oxer the sexenth eighth and 
ninth nbs from the axillarx line to the bjitnc indicating multiple 
racturcs of these ribs a finding xxhich was later confirmed b> 
f ix ex iminalion In addition to these ex idenec^ of fractures I 
lound a wule sprtid subcutaneous emphysema extending from 
t e median line behind to the median line m front and from the 
Clavicle above almost to the eosUl irch below The lips and 
nails had a distinct c> anolic tinge and there was m irked d> spnea 
e pulse was rapid (120) and small and there w is slight hem 
optxsis Percussion showcil an area of dulness about the width 
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of three lingers at the loner portion of the chest, and abme 
this a markcflly tj-mpanitic sound The heart was duplawd 
greatl} toward the right 

Our diagnoses ssas multiple fracture of the ribs with m;ur) 
to the lung, which resulted in the escape of blood and air into 



Fig 17S —CM*-t«.uon ol lb nt lu wnmiUt.; loihow m 
of f neumotboij* or hemolhora*an<l of eubewtaoeous onph) sema li » 
turn of tie rifys ID The arrvw accomi anyin„ ihe^e fellers »ho«i li* " 
action of lO'firect force m pityfuc nt fnclure of the nf/s D mode of action of direct 

forcem/roducingfraclureoflhenfn /'fneumolh raaasa result offractureo/llie 
nbandlaceralionoftherhuraonnght* Jc 1 eirtenme tulicutaneouiemphy'e'"* 
asa mult of puncture of a lun* fy ihetharj ends of a fractured nb frag™™! ih' 

Inple arrow th ns Ibe m»le of egrr«s of the a r fnm the punctured lung intoti' 

lubeutaneous 1 un II cro<s-ser1>on <f heart C fracture at eo*tochondfaljunc 
tion without d ‘placement fKeen % Sundry j 

the pleural cavity and gave rise to the physical findings of hemo 
pneumothorax just dcscnljed and also allowing the escape ol 
air into the subcutaneous tissues of the chest wall 

Jn connection with the diagnosis of this case let me empha 
size at this time the great value of a fluoroscopic examination 
of the chest coml med if possible with plates taken by the stereo- 
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scopic method The * ray estimation o( the patient at the 
time of admission to the hospital showed a collapse of the left 
lung and a displacement of the heart and mediastmum toward 
the nght There was a moderate amount of fluid at the lower 
portion of the left pleural cavity, and above this (Fig 178) 
the ertreme clearness of the chest picture showed that the major 
portion of the displacement of the heart and mediastmum as 
well as of the lung collapse was due to a very marked pneumo- 
thorax 

On account of the absence of commumcation of such a hemo- 
pneumothorax with the external air it is commonly spoken of 
^ a closed one to distmguish it from a similar condition where 
there is a free communication between the pleural cavity and 

external air, to which the term “open pneumothorax” is 
applied Of course you must remember m connection with 
the latter term that an open pneumothorax may be converted 
spontaneously into a dosed one if the wound of commurucation 
oetifeea the pleural cavity and external air becomes sealed dur 

the healing process or if it is artificially closed by gauae 
packing or by an operation which brmgs the soft parts into 
®re*oxiination and converts the open mto a closed pneumo- 
thorax 

Our first treatment of this patient was to apply strips of 
adhesive plaster m the customary shmgle ’ fashion over the left 
s>de of the chest so as to completely immobilize it, and then we 
S^ve him morphin which is a sovereign remedy for such cases 
^ spite of this treatment the dyspnea and cyanosis mcreased 
fo such an extent within the first forty eight hours that it was 
ii«cessary to remove the adhesive stnps and le-examme the 
chest We found that the respiratory distress was due to a 
marked maease m the amount of aic in the pleural cavity, but 
the quantity of fluid had mcreased but httle In order to relieve 
his symptoms we aspirated a large amount of air and a much 
*®ailer quantity of fluid through the sixth interspace in the 
Willary line with the ordmary Dieulafoy aspiration apparatus 
'fhe relief was immediate so that the bps and flngei nails became 
of a reddish tinge and the dyspnea disappeared completely 




the pleiJal C3^^t> and g3>e rte to the ph^-«^caJ tndisgsof be'"'> 
pnemnothoras jL«t described and aho aljowmi; the escape of 
air into the si-ba-taneoi^. ti>.ue:> of the che^l wall 

In connection with the cliagna>i. of thi- case Jet me empha 
sire at tht. time the smeat laJne of a flLora^ccplC eiaminatKin 
of the che't combined if pa»ib!e with platen taien b^ the stereo- 
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Fig 179 — Antenor postenor and bleial views of thotMsbowmg normal range 
0 f*spwoiy mobility of lower border oHuDgta the costoptiewc smus Theab- 
srnce of a change in percussion note at these Ineb upon deep inspiration is a very 
pliable 6 ga in subpbren c abscess (Prom Surgical Quucs of Chicago Vol I, 

Fio 5 Oct, 1917) 

absorbing both blood and air and is becoming the standard 
method of treatment of such cases The subcutaneous emphy 
scma such as was found m this pabent requires no special treat- 
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e did not reappl) the adhesn-e plaster, but substituted (or it 
a firm, wide musim bandage completely enorclmg tie dist 
This first aspiration Tras followed bj three daj-s cf cc=pan 
tn-e comfort, but the dy«pnea recurred at the end of tis tsoe, 
and fluoroscopic examination showed that the effusion had ttac 
cumulated to a consider3bl> greater extent than the an m tie 
pleural ca>utj There was less displacement of the heart asd 
mediasUnum than had been the case when the pneuinothciai 
condition predominated At the second aspiration we ohtaned 
about 250 C.C. of a blood), serous fluid 

In this connection let me call attenbon to the fact that tie 
term ‘'hemothorax” is a misnomer, m manj cases the ccnitica 
15 , m reaht), a serothorax, the fluid being of a serous diaraclir 
rather than a blood) one, due to the response on the part of tie 
pleura to the mfUminatoiy reacbon called forth by a tratasa. 

Following the second aspuaben the dj-spnea and othff 
sjTaptcms did not recur The subcutaneous emph)''®* <15- 
appeared rapidly the first week after iniui) 

The pabent from t>>ig time on made an une% entfnl tecervoy 
and as jtju will see from the examinabon toda), four weds 
after the mjui) there ts piacbcally no trace of his heiiK^Jueuso- 
thorax. 

This case teaches two important thmgs First the great 
^■alue of the x ray m the diagnosis and subsequoit control rf 
the progress of serious mjunes of the chest, «econd, the neces- 
sit) of repeated aspirations of the pleural caMtj in cases cf 
either pure hemo- or pure pneumothorax or as is more b*- 
quentl) the case of the assooabon of these two condibous- 
There are man) who beLe>e that the chest should not be arf®- 
rated unless there are symptoms of pressure in extreme displace- 
ment of the heart and other mediastinal contents It b niv 
opimon bowe\-er, and this is confiimed by the majont) cf 
surgeons during the present war that one «hould not wait unt3 
such extreme displacement has occurred but rather anbapate 
the more eenous efi’ects of the dirplacement due to a hemopneo- 
mothorax bj aspirabons of the diest at more or less regular 
mtervals This method of treatment assists the pleura m 
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vilu&Ue s\gTi wi SMbphitn c abst«4» (Fiom SaTgtuA Cl Tilts ol Chicago Vol 1, 
No S Oct 1917 ) 

absorbing both blood and air and is becoming the standard 
method of treatment of such cases The subcutaneous emphy- 
sema such as \s as found in this patient requires no special treat 
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ment, as the air is quiddy at^rbed within the first week after 
injury It is only when exceptional cases such as are illustrated 
in Fig 179 occur that more active operative interference must 
be carried out Under these arcumstances a rib which is 
impinging upon the lung and allows air to be pumped con 
stantly into the subcutaneous tissues demands an immediate 
thoracotomy and the release of the lung in order to sai'e the 
patient from the disastrous effects of a wide spread subcti 
taneous emphysema resultmg in death from asphynation due 
to the fact that the air gets mto the submucous tissues of the 
larynx and causes occlusion of the glottis 

Summary oj Case II — Stab wound of abdomen- Kick over 
left side of chest followed by extreme degree of hemothorai, 
causmg heart to be displaced to right Multiple aspirations of 
bloody fluid Recovery retarded by pleural thickening and 
immobility of the diaphragm Consideration of concussion and 
subpanetal mjunes of the chest 

This patient is a boy of nineteen who entered the hospital 
three months ago He had been stabbed in the left upper 
quadrant of the abdomen about an hour before admission and 
kicked over the left axillaiy region Examinatioa of the chsst 
failed to show any external evidences of injury and no fracture 
of the ribs of the injured side of the chest On percussion an 
area of dulness the width of two fingers was found extendmg 
horizontally around the lower portion of the left side of the chest 
and there was an absence of the normal respiratory excurson 
of the lung into the costophremc smus Under normal condi 
tions if one percusses at the sixth nfa m the mammary line at 
the eighth nb in the midaxiUary line and at the tenth rib m the 
scapular hue (Fig 179) you will notice that the lung resonance 
ceogps When the patient is now asked to take a deep breath 
the pulmonary resonance extends down to the seventh nmth 
and eleventh ribs respectively because the lower borders of both 
lungs dip down mto the costophremc smus duimg inspiration 
The absence of this normal respiratory excursion or its replace- 
ment by dulness I have found to be one of the earbest evidences 
of pleural effusion and on the right side of subphrenic abscess 
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This absence of respiratory excursion ol the !ung into the costo 
phrenic sinus wa-; \er> marked in our piticnt but no special 
s gnificance ivas ascribed to it it this time Immediate explora 
tor) laparotom) revealed the fact that the stab wound had 
penetrated the abdominal wall hut had not caused anj visceral 
or diaphragmatic injury 

The postoperative course was uneventful until the fifth day 
nben the patient complained of great dilTicultj in breathing and 



Eg 180 — Left hetnothorax n th d si lacement of the heart to the r ght B 
A ei of dulness due to left s ded hemothorax II Vrea of dulness beh nd and to 
nght of sternum due to d placed heart Note pos t on of apex beat in ngbt 
psrastemal 1 ne Lm hied an and loner 1 m ts of subcutaneous emphysema 

distinct cyanosis was noticeable There were no evidences of 
pentonitis but examination of the chest showed an absence of 
respirator) movement and flatness with absence of the respira 
^or) and voice sounds over the entire left side of the chest The 
apex beat was to be felt m the fifth interspace in the right para 
sternal line the cardiac dulness merging with that present over 
the left side of the chest (Tig 180) The patient was fluoro- 
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ment, as the air is qtiidJ> absorbed -mthm the first week sfls 
injury It is onJj when excepboual cases 'udi as are iCastnjjJ 
m Fig 179 occur that more actne operatis-e inteferencs cs* 
be earned out. Under these ora.TrstanCES a rib ^Ld: e 
impin gin g upon the lung and allows au^ to be puETed ao- 
stanth mto the subcutaneous tissues demands an irrfdr .ti 
tho'acotomj and the release of the lung in order to save tie 
patient from the disastrous effects of a wide-'ptad sebo- 
taneous emphj’scma, resulting m death from asphynabon, da 
to the fact that the air gets mto the submucous tusue of tie 
laij-nx and causes occlusion of the glottis 

Sufrmary 0 } Case II — Stab wound of abdomen. Kick ere 
left nde of chest followed b> e ati e in e degree of houothcT^ 
causing heart to be displaced to n^t. lluldple aspeabous d 
blood} fiud. Recmer} retarded bj pleural thic kcnmg ml 
immobilit} of the diaphragm Considerabon of coscBEwa and 
subpanetal injunes of the chest 

‘Hls pabent is a bo} of nmeteen who entered the hospfrl 
three months ago He had been stabbed in the left 15^ 
quadrant of the abdomen about an hour before admission, and 
kicked m er the left aiillai} region. Eiamiaabon of the ist 
faffed to show an> external evidences of injuiy and no fractn* 
of the ribs of the injured side of the chest. On pocussion an 
area of dulness the width of two fingers was found extmins 
honzontallj around the lower portion of the left sule of the chest 
and there was an ab^ce of the normal respirator} eicuaca 
of the lung mto the costophrenic smus Under normal condi- 
tions if one percusses at the sixth rib m the mammary hue at 
the pigh th rib m the rmdziillar} hne and at the tenth rib m the 
scapular line (Fig 179) jou will nobce that the lung resonance 
ceases, When the paboit is now asked to take a deep brrath 
the puhnonaiy rasonance extoids down to the seienth lunth, 
and eleventh ribs respecbvelj because the lower borders of both 
lungs d^ down mto the costophremc smus during inspiration. 
The absence of this normal respiratory excursion or its repLce- 
ment b} dulness I have found to be one of the earliest cvidaicC 
of pdeural effusion, and on the right side of subphrenic abscess. 
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blood from the left pleural ca\it) This wis followed bj npid 
inipro\ement of the d)«pneT and CMno^i-s and an a raj exam 
inatioE a few daj-s later confirmed the return of the heart tow ard 
the left \bout two weeks after this first aspiration there was 
a recurrence of sjanptoms necessitating a second aspiration of 
about 300 cc of blood) fluid Jso further aspirations were 
necessar) but the patient contmued to complain for some 
months of pain oxer the left side and subsequent x ra> exam 
matons shoied some opacilj due to thickening of the pleura 
(Fjg 181) and a xerx slow return to normal of the moxements 
of the left half of the diaphragm The expansion of the col 
lapsed left lung was grcatl) aided 1>) the cmplo>Tncnt of res 
pirator) g)Tnnastics cspcciallj blowing liquid from one bottle 
into a second one and then back again into the first one a 
method commonly used m the after treatment of cases of 
emp)eira 

There are a number of uitcrcstmg features m this case T irst 
there were a number of external evidences of injuries to the 
chest but exploration of the abilomen had failed to reveal any 
lound of the diaphragm a condition which must alwajs be 
looked for ui ex cr) stab or gunshot w ound of the upper abdomen 
The case therefore belongs to a class similar to the subpanctal 
injuries of the abdominal viscera often called injuries without 
external s gns In the abdomen jou arc all familiar with the 
fact that rupture of both solid and hollow \isccra ma> follow a 
bio \ upon the abdominal wall or a crushing bclw cen cars etc 
''ithout an) evidence to be seen on the skin other than perhaps 
^ slight abrasion or contusion The fact that similar severe 


mjunes can occur in the chest following a blow or crushing force 
•s rot as well known as it deserves to be and had it not been 
lor our knowledge of the occurrence of such injuries we would 
oot have been able to prc^icrlj interpret the d)spnea and other 
evidences of the hemothorax which this patient showed a few 
da)s after injur) 

In this connection let me again emphasize the great value of 
repeated a: rax examinations both m axil and m war practice 
after injuries of the chest and I wiU refer later to an article by 
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scoped at once and stereoscopic x ra^ plates made Thev 
shoi\cd a \er\ dense and disuse shadow o\er the entire left 



side of the chp«t with marked displacement of the heart to the 
n'»ht On account of the densit\ of the shadow we made a 
diagnosis of hemothorax and aspirated aOO c c of dark bquid 
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mjmes of the chest to nhich oar ralKnt “■ 

amlallj, no esidcncc of frncturc or «ounds of the soil ports 
Effusions into the plcunl ci\)tj arc not liUdj 'o accompnn) 
this condition At autops) the oni> finihng^ arc mu ip c 
punctate hemorrhages tliroughout the lung and on the sur ace 
of the pleura and pericardium There in, of course, no speaa 
treatment for this condition cxcqit rest and sc<hli% cs 

In the patient nhom I Imc just presented the abdominal 
stab isound remained m the background as fir as clinical sj-mp 
toms Here concerned, and \\c Mere dealing diicdj "ith a non 
infected hemothorax of enormous size causing displacement o 
the heart and other mediastinal contents (Fig 180 

In the earl} months of the present war the method of treat- 
ment of such cases was guided bj the prcxious experience m 
avil practice, namel) , not to a«piratc the hemothorax unless 
there were pressure symptoms Some of the Lnglish surgeons 
hiie become more radical and adxisc aspiration e\cr> few aj'S 
on account of the after effects of the presence of such a large 
quantity of blood m the pleural ca\it> exen ff there are no signs 
of pressure , 

Our patient of today shoixs the value, m my opuuon, o 
change m the method of treatment A glance at an x ray 
(% 182), taken recenUj, about four months after 
show a hazy condition of the entire left side, although t e ear 
has returned to its normal jwsition on the left side ° o 
This haziness of the left sided shadow is due no dou 
considerable degree to the thickening of the pleura 
scopic examination has shown withm the last ew ays 
there is still a considerable lack of motion of the e ® 
diaphragm, a condition which has Irequentlj b^n o sen 
Enghsh surgeons following xxar injuries of the chest ^ 

has apparently expanded to its fullest extent on -.jotion ex 
the percussion note oxer the entire chest and the tesp 
cursion IS apparcntlj normal m character , 

SumnJyoJ cL ///-Gunshot jt er 

fct penetL™ pl.ural 

Example of combined thoraac and abdominal mj 



IMMI’r % r^>*WATH 



ri/i t 

call 4tt/nti>vn an<I il »*«n i mtru ion or cow 

rnotK^n ff •* *""*‘i* " '!«»*' urnifir to anrui ion 

of til/- I/rain Hif I «n«J *• *>">1 » »" »i « xtremtly ra; 1 1 action 
of th/- hr-irt «ith h<mf jiOi-i. m I d»j n. i A<s in tin- dm <f 
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of one of the solid abdoinimlMscer'i The skin surrounding the 
thoracic ound M as pamtcd with tincture of lodin and an aseptic 
dressing applied as we felt that the miximum damage had 
occurred in the area below the diaphragm An incision w as made 
o\ er the location of the bullet and about 3 inches of the sea enth 



Fi| 1 st — Sag ital kcI on shomng course of bu I t n Ca'e II The arrow 
cates the manner ;n which bullet entered posterior portion of che«l between 
* and sc enth ribs i enetraled the pleural cavit> lung diai hracm h er and 
anier or abdominal i all and was found close to skin just abose r ght to tal arch in 
wammary I nc 

nb t\as resected in the mammarj Ime and the peritoneal or 
father the subphrcnic space opened By using the nb spreader 
"hich IS an indispensable instrument m thoracic operations we 
"ere able to obtain adequate exposure of an extensne bullet 
"ound tra\crsmg (Figs 184 and 185) the entire right lobe of the 
b\er from its comexity to a pomt close to the lower border 
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sit\ of thorough exaimnation of «uch cases both fron tho'acc 
and abdominal tnode^ of aj^roach Tamponade of In er Ccc 
sideration of treatment of injuries of diaphragm 

I de«ure to pre^ait to aou a third case of mjurv of the chest 
diflenng from the fir«t and «ecODd non penetrating Qjnres 
through the fact that it belongs to the class of penetrating injures 
mth external wound The patient la thirtx fi%e xeais of a^e 



Fig 18J — Sfcuonal vietf ol c<«<liUocs found in Case II B Lrit 
tionx causieg col^p^ of Irit 1 ud„ and dirplacenent of heart and med^t^sa !“> 

tie n?it 

male and was brought to the bo-pital ino week* ago after beine 
«bot bx a poheeman Examination rc\ealed the fact that there 
a wound of entrance clo^ to the 'pme at the lower end of 
the n^ht scapula and no wound of exit The bullet could be 
felt in the mamman line hmg beneath the =Lin clo-e to the 
n'’ht costal arch The patient prc«ented the picture of a 
s^ere internal hemorrhage <«o that we felt certain of the fact 
that there had been a penetration of the diaphragm with injun 
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of one of the solid abdominal \isccra The «kin 'surroundin'; the 
thoracic Tiound was punted with tincture of lodin and an aseptic 
dressing applied as we felt that the tnatimum dimagt had 
occurred in the area below the diaphragm An mci'ion was made 
o\er the location of the bullet and about 3 inches of the "cv enth 


Fn 184 — Sagilul ccl on showing coutst ol bullet n Case II The arrow 
ideates (he manner n wh ch bulkt enlerrd poster or |jort on of the t bet \eeO 
Uthandsc enth nb | cnetraled the I kural cavitj lunu J aphragm 1 er and 
ttilet or abdom nal all and as found cl sc to shin just abo e r ght costal arch m 
Wammarj I n 



fib was resected m the mammar> line and the peritoneal or 
rather the subphrcnic space opened By using the nb spreader 
which IS an indispensable instrument in thoracic operations we 
Were able to obtain adequate exposure of an txtensne bullet 
Wound tra\ersing (Figs 184 and 185) the entire right lobe of the 
h\er from its comexit> to a point close to the lower border 



592 


DAVIEL N EISEVDRATir 


of the right lobe The abdominal cavitj contained a large 
quantitj of blood and there was stui free bleeding from the 
track of the missile Suturing the Irt er substance under these 
conditions, e\en bj the use of mattress sutures is not prac 
ticable, inasmuch as the h\ er tissue is so brittle that such sutures 



Fig 183 — ^ntenorviewindjcatingcourseofbulJet nCsscII Note ragged thar 
acCer of nound along course of projectile 

mil not hold Hence we were obliged to resort to firm packing 
of the wound m the liNcr with gauae \ ou can form a concep- 
tion of the extent of the wound m the h%er when I tell jou that 
it required 25 jards of gauze (1 jard wide but folded) to con 
trol the hemorrhage I can warmlj recommend packing liver 
wounds and believ e that no time should be lost in attempting 
a suture of such cases 

\\e did not have time to eumine the condition of the dia 
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pliragin further than to <!ee that it was extensively lacerated, but 
oimg to the condition of the patient were not able to suture it 
The game packing was removed at the end oi five days and 
aslight secondary hemorrhage required a repacking of the wound 
His anemia has almost completely disappeared and his wound 
now appears clean Nearly all of the gauac picking has been 
removed and recovery seems almost certain 

This case emphasizes the necessity of a thorough examination 
of combmed thoraac and abdoimnal injuries This is true both 
in the case of simple penetratmg injuries as we encounter them 
w avil practice as well as of more extensive shell wound injuries 
they are met with during the present war 
1 shall speak later of the more radical procedures advocated 
by hoth French and English surgeons m the treatment of such 
wmbined thoraac and abdominal injunes espeaally of the 
t*pair of the laceration of the diaphragm and the conversion of 
tin open pneumothorax into a closed pneumothorax It maj 
b« said at Urn tune that of the two methods of approach for 
tbdominal mjunes which compbeate thoracic injuries one 
should never attempt to do more than investigate and treat the 
tojmy of the diaphragm or possibly of the Uver from the tho 
wcic Side The preferable method of approach for abdominal 
^Juries should be the same as exists for the abdominal injuries 
of avil practice viz one of the abdominal mcisions Let this 
therefore be a warning to watch every case of penetratmg 
injury of the thorax carefully for evidences of abdominal injuries 
^0 that Valuable tune will not be lost m making a diagnosis of 
rojury to a sohd or hollow abdominal viscus 

Summary of Case IV — Slab wound of upper lobe of left 
Diagnosis of penetrabon of lung made by presence of 
®rtenial subcutaneous emphysema over entire left side of chest 
This patient presents no unusual features except the pres 
®nce of a wide spread subcutaneous emphysema extending from 
Hie lateral regions of the neck above almost to the costal arch 
Mow, Over the entire left side of the chest He was slabbed 
bst evetung m the supradavicular region s e over the ap>ex 
of the left lung The chief quesbon which arose was whether 

VOI. 9—3? 
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of the nght lobe The abdominal caMt> contained a large 
quantit) of blood and there was stul free bleedmg from lie 
track of the imssUe Suturing the hi er substance under the^ 
conditions, e%en b\ the use of mattress sutures, is not prac 
ticabfe, inasmuch as the In er fbsue i» so brittle that such sutures 



Fig IS3 — \nlenor 'lewiudKaung course of buUet in Case n Noierass*^^ 
actcr of KimjxJ along cour^ of projectile 

snll not hold Hence we were obliged to report to firm packing 
of the wound in the In er with gauze \ ou can form a concep- 
tion of the eitent of the wound m the li\ er when I tell ^ ou that 
it required 25 >ards of gauze (1 3ard wide, but folded) to con 
trol the hemorrhage I can warm]) recommend packing b%er 
wound', and behese that no time should be lo=i m attempUng 
a suture of such ca«es 

We did not ha%e time to examine the condition of the dia 
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phiagm further than to see that it was extensively lacerated but 
owing to the condition of the patient were not able to suture it 
The gauze packing was reino\e<J at the end of five days and 
a slight secondary hemonhage requited a repacking of the wound 
His anenua has almost completelj disappeared and his wound 
now appears clean Nearly all of the gauze packing has been 
removed and recovery seems almost certain 

This case emphasizes the necessity of a thorough examination 
of combined thoraac and abdominal injuries This is true both 
m the case of sunple penetrating injuries as we encounter them 
in avil practice as well as of more extensive shell wound mjunes 
as they are met with dunng the present war 

I shall speak later of the more radical procedures advocated 
by both French and English surgeons in the treatment of such 
combmed thoraac and abdommal injunes especially of the 
repair of the laceration of the diaphragm and the conversion of 
an open pneumothorax into a closed pneumothorax It may 
be said at this tune that of the two methods of approach for 
abdommal mjunes which comphcate thoracic mjunes one 
should never attempt to do more than mvestigate and treat the 
injury of the diaphragm or possibly of the hver from the tho- 
raac side The preferable method of approach for abdommal 
injuries should be the same as exists for the abdommal mjunes 
of avil practice ^T2 one of the abdominal incisions Let this 
case therefore be a warning to watch every case of penetratmg 
injury of the thorax carefully for evidences of abdommal injuries 
so that valuable time will not be lost m m aking a diagnosis of 
mjuiy to a solid or hollow abdommal viscus 

Summary oj Case IV — Stab wound of upper lobe of left 
lung Diagnosis of penetration of lung made by presence of 
C'^ternal subcutaneous emphysema over entire left side of chest 
This patient presents no unusual features except the pres 
cnee of a wide-spread subcutaneous emphysema extendmg from 
lie lateral regions of the neck above almost to the costal arch 
below, over the entire left side of the diest He was stabbed 
last evening m the supraclavicular region * c , o\ er the apex 
of the left lung The chief question which arose was whether 
vox. »— 3? 
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of the ngbt lobe The abdominal ca^^t^ contained a hrje 
quantity of blood and there was stul free bleeding from the 
track of the inisaile Suturing the h\ er substance unde these 
conditions e\ en bi the use of mattresa sutures is cot pne 
ticable inasmuch as the In er tL ue l> so bnttle that such sutures 



will not hold Hence we were obbged to report to firm packinS 
of the wound m the h\cr with gauze \ou can form a concep- 
tion of the extent of the wound in the li\er when I tell lou that 
it required 2a lards of gauze U >ard wide but folded) to con 
trol the hemorrhage I can wamd) recommend packing Iner 
wound- and belieie that no time 'hould be lost in attemptm" 
a suture of sudi cases 

\\e did not haie time to examine the condition of the dia 
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Fever persisted in this case for nearly two months, and we 
felt certain at tunes that we were dealing with an mfected hemo- 
thorax, but cultures made from fluid obtamed by exploratory 
puncture showed the effusion to be sterile Several of the Eng- 
lish surgeons have called attention to this persistent rise of 
temperature m cases of non infected hemothorax following war 
mjunes, and I shall refer to this later This case shows the 
necessity of making careful bactcnologic examination of the 
fluid obtained by aspiration or exploratory puncture m cases of 
hemothorax when fever is present 

Observations of chest wounds durmg the present war has 
taught us much m regard to methods of diagnosis and treatment 
Under the head of diagnosis the value of early x ray examina 
tion and the control of the pri^ess of the case by repeated 
fluoroscopic examinations has revolutionized all other methods 
Our views in regard to treatment of diest wounds have under 
gone radical changes as the result of the experience of the past 
four years I refer espeaally to the following subdivisions of 
the subject 

1 The treatment of combined abdominal and thoraac 
injuries 

2 The treatment of non mfected and mfected closed hemo- 
thorax 

3 The treatment of open pneumothorax an injury scarcely 
known before the use of explosive shells 

4 The question of removal of projectiles 

Great care has been taken to observe the combination of 
thoraac and abdonunal injunes, advant^e bemg taken of the 
experience of avil practice in cases similar to the one I have 
shown you today (Case III) The frequency of these combmed 
injuries makes it necessary to keep m mmd constantly the pos 
sibihty of a perforation of one of the solid or hollow abdominal 
viscera m every case m which the wound of entrance is above 
the diaphragm Injuries of the latter are of course, readily 
recognized when the wound of entrance is quite large as in the 
case m an open pneumothorax (see Fig 188) In such an injury 
the preferable method of treatmg the wound m the diaphragm 
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the wound had penetrated the chest wall and injured tie lung 
also There were no endences of severing of the nerves cr 
blood vessels at this portion of the neck The presence of tie 
wide-spread emphj’sema is a positive evidence of a penetration 
of the lung although no other symptoms, such as hemotiorai 
or pneumothorai, are present I am simply showing hm m 
order to call your attention to the great value of symptoms 
such as hemopt^’sis, subcutaneous emphysema, bemothorai and 
pneumothorax, or pressure symptoms of intrathoraac injury 
The patient niU be carefully watched to see it aoy infections 
develop within the soft tissues or withm the pleural cavity and 
he will be frequently fiuorosctqied in order to watch for effusion 
within the pleural cavity In other words, the treatment of 
such cases is one of watchful expectancy, the chief methods of 
control being the temperature and frequent x ray exammahoM 
, Summery of Case V —Stab wound of right side of chest with 

extensive setohemotborax and fever Consideration of casa of 
fever following mjunes of the chest, speoal attention beiog 
directed to the fact that fever may be present even though the 
ef usion be not infected 

This patient is a man thirty years of age, who entered tny 
service about three months ago with a stab wound of the right 
side of the chest, the wound of entry bemg m the fifth mterspace 
m the midaxillary line Examination within a few days after 
the injury revealed the presence of an extensive effusion within 
the right pleural cavity with displacement of the lung toward the 
left but with no marked signs of pressure, such as dyspnea or 
cyanosis as would occur with a left-sided effusion to the sams 
degree At the tune the patient entered we were not in the 
habit of aspiratmg such cases as a routme measure which is 
our custom at the present tune influenced as I have stated 
before by the expenence of surgeons m the present war 

The case presented no imusual features untfl about two weeks 
after the injury, when he began to have elevation of tempera 
ture to 102® to 103® F We made exploratory puncture on 
several occasions and obtained a thm serous bloody fluid, but 
cultures rev ealed the stenle nature of the fluid 
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Fever persisted in this case for nearly two months, and we 
felt certain at times that we were dealmg with an mfected hemo- 
thorax, but cultures made from 0md obtamed by exploratory 
puncture showed the effusion to be atenlfi Several of the Eng- 
lish surgeons have called attention to this persistent rise of 
temperature m cases of non mfected hemothorax following war 
mjunes, and I shall refer to this later This case shows the 
necessity of makmg careful bactenologic exammation of the 
fluid obtamed by aspiration or exploratory puncture m cases of 
hemothorax when fever is present 

Observations of chest wounds during the present war has 
taught us much in regard to methods of diagnosis and treatment 
Under the head of diagnosis the value of early * ray examma- 
hon and the control of the progress of the case by repeated 
fluoroscopic examinations has revolutionized all other methods 
Our views m regard to treatment of chest wounds have under 
gone radical changes as the result of the experience of the past 
four years 1 refer espeaally to the following subdivisions of 
the subject 

1 The treatment of combmed abdominal and thoraac 
ujunes 

2 The treatment of non mfected and infected closed hemo- 
thorax 

3 The treatment of open pneumothorax an injury scarcely 
known before the use of explosive shells 

4 The question of removal of projectiles 

Great care has been taken to observe the combmation of 
thoraac and abdommal mjunes, advantage bemg taken of the 
cxpenence of avU practice m cases similar to the one I have 
shown you today (Case III) The frequency of these combined 
mjunes makes it necessary to keep m mmd constantly the pos- 
sibility of a perforation of one of the solid or hollow abdommal 
viscera in every case m which the wound of entrance is above 
the diaphragm Injunes of the latter are, of course readily 
recognized when the wound of entrance is quite Urge, as m the 
case m an open pneumothorax (see Fig 188) In such an mjury 
Uie preferable method of treating the wound m the diaphragm 
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is through the thoradc opening In all other cases, where 
wound of entrance is small in the thorax and observatioE of 



Fig 1S6 — CombmedtboraacuMlabdoimMluijujm Tbeurowcotherght 
side ladicates lie eouise of a pni^ectilc wlucli Cist tia\ erses tie pleural avitj tad 
Inng and then penetrates tlie diaphragm and h»er, and from these, m some ess®i 
fnrther into the hoHow viscera of the abdoraeo On the left the course is BJailtr. 
bet the projectile often penetrates the stomach or spleen 

case renders it probable that a perforation below the diaphragD 
has occurred, it is best to perform a laparotomy at the earliest 
possible moment and deal with the injurj’ to the diaphrag® 
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' from below rather than to ailarge the thoraac opening A 
glance at Fig 186 will show you the close relationship of the 
structures above and below the diaphragm, and the present war 
has shonm the necessity of most vigilant observation of all 
thoraac injunes for indications of abdominal mischief 

The treatment of non mfected hemothorax durmg the early 
months of the present war differed but httle from that which, 
as m Case II shown you today, was our custom for many years 
m avil life This practice has been to abstam from any inter- 
ference with a hemothorax as long as there were no evidences of 
infection or of pressure upon the heart and mediastmum This 
' expectant method has been gradually replaced by more active 
interference e\en m the non infected coses In the absence of 
symptoms of displacement of the heart, etc it is at the present 
hme considered perfectly justifiable and, m fact mdicatcd to 
aspirate at as early a period as possible after receipt of the 
injury, and to repeat the aspiration at intervals of three to five 
days contiollmg this procedure by repeated * ray examination 
In this connection let me remind you agam of the fact that as 
in Case V, fever may be present m a non infected hemothorax 
for weeks and yet cultures of the fluid obtained by aspiration 
show to growth This fever is undoubtedly the result of absorp- 
tion and m some cases may lead to more radical methods not 
called for by the case, if it had been known to be sterile 

The treatment of infected cases of closed hemothorax has 
also undergone many changes Thoracotomy is mdicated at a 
comparatively early period m the history of such cases but the 
prolonged suppuration following free drainage of the infected 
blood withm the pleural cavity has led to many eflorts at pn 
mary sterilization Depage and TuflSer have been the pioneers 
m this effort Shortly after an mfected hemothorax has been 
dramed, solutions such as Carrel Dakin are instilled at regular 
intervals with the object of convertmg the mfected pleural 
cavity into a stenle wound cavi^ WTienever cultures show 
^ to be the case the dramage-tube is removed and the wound 
m the thoraac wall closed Both English and French surgeons 
strongly recommend this method m an effort to cut short the 
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eihaustion and other sequebe of the prolonged suppuration so 
frequently found in these cases of infected hcmoAorai. Tte 
tendency m general, both in non infected and infected dosed 
hemothorax cases, has been toward more radical procedures and 
the application to this field of the valuable eipenence secured 
in the pnmaiy stenlizaboo of wounds of the extremities by tte 
Carrel Dakin and similar methods 

^VTiat seems to me a most excellent way of treatmg these 
cases of septic hemothorax is that given by Campbell' m a reeect 
article He states that many cases of septic hemothorax in tte 
early stage can be successfully treated by thoracotomy and 
careful remo\’al of aH fiiud and clot, followed by washing out 
with Dakin’s solution and complete closure of the pleural cant) 
This treatment, however, is of no avail in half of the sev'ere 
septic cases, and drainage is followed by long-contiaued feva 
and exhausting suppuration Be has fou^m a number of cases 
that his method is superior to any other for the severely septic 
cases An X ray exammation is fint made and any foreign body 
localized Under a general anesthebc the wound is explored, 
the fractured poruons of tib resected, and the wound sevm 19 
if its condibon allows The pleural cavity is then drained is 
the usual fashion resecting about 3 | inches of rib as far forward 
and as low as possible that is usually the eighth rib m the cud 
or anterior axillary line Through opening the cavity n 
explored, and an easily accessible foreign body and fragmeo® 
of loose bone lying m the cavity or on the surface of the lung 
removed Blood-clot and fibnn are swabbed out as far as 
possible, and any septa fornung loculi broken down The 
cavity IS next washed out with a warm mixture of hydrogen 
perond and cusol, or Dakms soluboa. A rubber tube of 
i-mcb internal diameter with a large lateral opening i inch from 
one extremity, is then inserted, so that this end hes m the in«t 
dependent part of the pleura! cavnty when the pabent is lymg 
on the turmal side, that 15 m the costovertebral recess bebmd 
the pericardium Finalfy, the wound is loosely sewn up but no 
attempt is made to effect an air bght closure around the tube. 

* Bnt Med. Jour., Juuuy zC tgi 8 p 199 
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When the patient has recovered from the operation the size 
of the cavity is estimated by filling it carefully (but usually 
incompletely) with warmed Dakin’s solution, and then empty- 
ing it. After this the cavity is filled through the tube every 
four hours to about one-third of its capacity or less with Dakin’s 
solution. At the end of two hours another long tube is attached 
to the tube in the chest and the fluid siphoned out, the patient 
meanwhile lying on the sound side with the chest opening 
i^permost, or as nearly so as possible. The patient is told to 



187— Right closed bem^meuiDoUiorac with projectile in lung H. He- 
■^thorai only partially fillin g the right pleuial eavity P. Pneumothora* (dosed) 
»Dove the collection of blood m the right pleural cavity. Note eoUapsed nght lung 
Md position of proiectile (dark area) in lung 

pant or cough slightly at frequent intervals as long as the fluid 
remains in the chest, and by this means splash the fluid about 
^ide the cavity, and so bathe with it the entire infected sur- 
ace and any recesses that may exist. In this way the pleural 
cavity contains for two hours a targe quantity of sodium hypo- 
^onte solution and is more or less empty for a like time. 

uring the former period the patient lies rigidly on the sound 
side, without any raismg of the shoulders to prevent escajie of 
e fluid and consequent flooding of the bed, during the latter 
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he IS free to lie as be chooses. Thus the patient gets a reasouih 
amount of rest and comfort and is saved the exhausdoa tsv 
dated with the maintenance of one constant positicn. la sdi}- 
tion, once daily the tube is remo\'ed, sterilized, and replaced, 
and the cavity washed ont, as in the usual treatmmt for eicpy- 
ema. To overcome the dkads'antage of injecting cold ficd icto 
the ch es t, the author has found that it is better to tie 
DaHn's solution of double strength and, prior to filling, to 
dilute it with an equal quantit}' of warm sterile water. 



FI^ X8S —Open 01 * “fuckinz” poetUDc^thonx m a of wcKiji of 
right ode of the thorax. Note cxtensiTe <Jestniction of soft bssoes at 
eatranceof theeiplosivB iheD and the tih fragments pto;ettiEglJitoj^ronJc*’^ 
Note also the collapse of the nght Img. Slur such severe injures at cac;Sr 
eater! by (o) crilapse of the opposiubng, (5) eztesai e injury of the dapferai^ 

VUCm. 

In the early months of the war the mortality from injuries 
of the chest due to the action of eiplosive she l l s was appiUBf 
The resultant open or kaiing pneumothorax (Fig 188) » as not 
actitely treated until the latter half of 1916, ■Rhen both French 
{»Tir! English surgeons began to advocate early closure at the 
casualtj' clearing stations Operation is especially indicated in 
these cases if (o) cme suspects an injury of the diaphragm, (J) 
when an epen pneumothorax (Fig igg) exists, (c) where a 
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large missile has tra\ersed the pleural cavitj, whether lodged m 
the chest wall lung, mediastinum, or pericardium (Fig 189) 
The ragged soft parts must be first exased then all loose frag 
ments of bone and foreign bodies, if higer than a filbert, remo\ ed, 
then the pleura and muscles are sutured and the open pneumo 
thorax comerted into a closed one In about SO per cent of 
the cases no infection follows but if it docs, the wound can be 
readilj reopened and the case treated like one of infected 
hemothorax 



Fig 189 — \anous locatioos of projccliks in the thoracic viscera 1 Deepm 
nilusoflung 2 LargeprojectileinparcDchymaoflung 3 Free m pleural cant) 

^ Ncarconvevityofhver S In mcdiast num 6 Small projectile just beneath 
pleura 7 In liall of left ventricle 8 Id thoracic nail 9 Inpcncardium 10 
In diaphragm 


The question of the remoxal of projectiles is one which is 
far from bemg settled Man> of the French surgeons like 
Du\al Villeon, and others, believe that all projectiles no 
Matter how small they are, should be remox ed Other surgeons 
the stand that onlj those of hrger size require remoxal 
remainder will become encapsulated and nexer give rise to 
urther trouble Duxal has suggested a method which is quite 
«lensi\elj emplojed at the present tune The projectile is 
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first localized bj the Hirtz compass and a nb resected o\er the 
area The lung is then brought into the opening (1 ig 190) and 
held b> a Colhn forceps and an mcision made o\er the pro- 
jectile As a rule no sutures arc necessar> for the lung 



Fig 190 — RiiU '»! of projectile from the lun^ liuial Note bow luoS“ 
puUedoutintooiieD nsmtborac c ca -ityan I sheHfnnlj by erec“l 
ID iDCis on (dotted 1 oe) is nuik ovet tbe ] rojeculc 


The subject of war injuries tf iht ih irax is me which « 
receding such aclice consitleratt m at the present turn, that a 
knowledge of fbe rapid advances madi rluring the present war 
IS most essential to the surgtc n bi th in ci\ il anti mihtarj hfe 
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BUNIONS 

Su nmary Cause of bun ons — the gu lly shoe mcchan cs of bunion product on 
pall ative treatment the Mayoeqwratioo— its d sadsantages technic in pres- 
ent case— eapceted results 

Tins womans bfe has been made miserable for the last ten 
)ears by two large bunions She was told a short time ago that 
an operation w ould re!ie\ c her and she at once consented to hav c 
It performed 

This deformity was caused solely by an improperly shaped 
shoe which pushed the big toe out of line and crowded it over 
toward the smaller toes The heel of the shoe was too high and 
the foot shd downhill into the front of the shoe which was shaped 
like a funnel and not like a foot The front of the shoe was 
neither broad enough nor long enough to allow the toes sulTicicnt 
room and the pressure upon the big toe forced it diagonally 
backward against the head of the metatarsal bone This pushed 
the metatarsal out of hne inward toward the other foot mcreas 
ing abnormall) the space between the first ami second metatarsal 
ends as is well shown m the x ra> picture (Fig 191) 

The continued pressure of the metatarsal head against the 
side of the shoe caused a protcctuc thickening of the o\erl>ing 
skm and it became painful and calloused The fourth and fifth 
toes also suffered from too much pressure and corns de\ eloped 
upon them The patient purchased some wider shots wider 
across the ball of the foot but just os pointcrl and funnel shaped 
at the toe anl the additional width oaer the ball allowed the 
metatarsal head to be pushed still farther out of place B> this 
time the big toe was so far out of positron that its proximal 
phalanx articulated only with the extreme outer portion of the 
603 



6o4 


E W RYXRSON 


metatarsal head The pressure and fncUon o\er the bumon 
caused a bursa to fonn between the skin and the metatarsal head 
and at mter% als the bursa became uritated and inflamed and 
sometimes suppurated 

In «ome of the earjj text books on surgery thb bursa was 
considered to be the actual bunion and its remo\ al by operation 


Fio I9I — I Ray showing tj-pical dcfonnity i 
1 oe indicates s te and d reel on ol inc on with ©stc 


e of himinns PoRW 
r in the curati t open 


was recommended as a curatise procedure It should be recog 
nized that the bursa is on]> the result of the hallux talgus and 
IS simpl) a protects c and defensne reaction against abnormal 
pressure 

The patient has erpeninented with ^ anous forms of consent 
tn e treatment for se% eral > ears A rubber co\ er w as made by a 
chiropodist to fit cr\cr the painful area This gave sbght relief 
from the fnction but macerated the skm Pads were applied 
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between the toes to force the big toe inward toward the other 
foot but there w as not room enough in the shoe for a straight 
toe and the pads and toe-posts sunpl> caused increased pain 
Of late the toe has become fixed m its valgus position and cannot 
be straightened by muscular action or manual force 

Now what can be done to gi\e rehef in a case of this kind? 
If conser\ati\c treatment alone were to be used it would require 
about two jears of constant work to make the feet comfortable 
and at the end of this time there would still remain considerable 
deformity on account of the thickening of the head of the meta 
tarsal bone and of the tissues wrhich cover it 

It w ill sat e much time to the patient and the end result w ill 
be much more satisfactory if an operation can be performed w hich 
tvill reheve the pam and remote the deformity Several opera 
tions hate been popularized of which the most widely practised 
18 the remotal of the entire distal end of the metatarsal bone as 
advised by Hamilton Heubach and many others This opera 
tion has certain disadvantages It is ver> rarely necessary ex 
cept in extreme cases w here the toe is so displaced as to he trans 
versely across the loot It removes an unportant point of sup- 
port from the distal end of the arch so that flat foot is certain 
to he caused It requires a long period of contalescence It 
sometimes causes ankylosis of the joint which is very disabling 
I verj rarely feel obhgcd to resort to this operation Every 
surgeon who operates upon bunions should realize that no single 
method of operation aaill SufTice for all \aneties of cases and 
that the less mutilating operations should be used whenever the 
indications w ill w arrant them It is as unnecessary to excise the 
entire head of the metatarsal for the merage painful bunion as it 
W'ould be to amputate the leg for the average painful com 

A more useful operation IS that described by C H Ma>o m 
which the distal end of the metatarsal head is removed on aslant 
so as to allow the phalanx to come easily into the straight line 
The projecting inner side of the head is also removed by a longi 
tudinal cut and the bursa is sutured over the end of the metatarsal 
to pteveiix wwkylosis, TVas opemtion has been wnleiy prattoeil 
and seems to have given satisfaction to most observers when 
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properlj performed It ts unnecessarily sev ere in ciscs of mod 
erate bunion and the results are not ilways good as regards the 
mobilil) of the toe I ha\c examined a number of patients who 
had been operated upon by the Mayo technic In some of them 
the 3 omt was painful and of limited motion The articular end 
of the metatarsal had been cut in the usual slightly obbque 
manner w hich had left a flattened joint surface and there w as a 
distinct lack of smoothness in the flexion and extension of the 
toe amounting to a perceptible jerk as the phalanx w as mo\ ed 
o\er the end of the metatarsal If you will examine this articula 
lion in a normal specimen you cannot fail to be struck with the 
extremely workmanlike smoothness and roundness of the end 
of the metatarsal It has to be smooth and mathematically 
round in order to allow the phalanx to glide o\ er it easily If 
now we cut a good sused section flat off from this round head w c 
must not be surprised if the joint does not functionate in a normal 
manner In the few cases a year where 1 perform the Mayo 
operation I carefulh round off the end of the bone with an ordi 
nary rasp m order to a\ oid the irregular mobility Mechanically 
as well as technically it is easier and better to excise the base of 
the first phalanx of the toe than to mterfere w ith the articular 
surface of the metatarsal head 

Another objection to the Mayo operation is that too little 
attention is paid to the pari of the bone which is really the ( ause 
of all of the pam It is not the articular surface winch gi\es the 
trouble but the inner side of the metatarsal head This is what 
projects inward and becomes pressed upon by the shoe If we 
remoce a long thick section from this part ol the bone we at 
once remose the chief deformity and the exciting cause of the 
discomfort W c do not it is true repair entirely the mtrmsic 
hilluxxalgus the outward dcyviation of the big toe and the inward 
dexiation of the metatarsal but we reliexe the patient of the pam 
and disabiliti 1 he chief xalue of the Maxo operation then is 
that It remoxes the bursa straightens the toe ind shortens the 

I g 192 — 1 SU a me » on 2 I exat ng the per ojteum The burea has 
b«n etci«cd complctcK 3 Remo al of the ponioo of the bonp wh eh is caus ng 
tn« trouble 
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igj j TheshaIpedswofthehoneha^ebccn smoothed off 

file, "nie closure 5 a Jlethod of leDSthcnms the extensor 

^tis ballnas tendon. 5 Tendcm lengthened Penosteum ■mtured loosel} 
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toe Now, the bursa is by no means always present in even 
very severe and painful cases of hallux valgus When it is pres 
ent It can easily be removed tn Mo The straightenmg of the 
toe IS not always desirable smce, first a moderate deviation of 
the toe IS not of very great consequence provided the shoe be 
long enough, second it is very difficult m many parts of our 
country for women (and oftoi men) to obtain shoes which will 



Fg 194 —Method of hold ng toe in corrected pos tjoa Note pace between in 
CIS on and splint. Splint must not press against skin 

allow the toe to remain straight and thud it is impossible to 
persuade the average woman to wear a straight shoe when it 
can be obtauied What most women desue is to be enabled to 
^ear comfortably a shoe resembhng other women s shoes The 
shortemng of the big toe is enUrely unnecessary m most mstances 
but if it be judged necessary m mdmdual cases it can be done 
much more logically by shortening the phalanx than by shorten 
the metatarsal bone 

VOl. 2—39 
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It will be seen, then, that I do not belie\-e that any single t)pe 
of operation is suitable for all cases of bunion, that I ttimV many 
cases are subjected to unnecessarily se\ ere and mutihtmg opera 
tions snthout sufSaent indication, and that I think tbe opera 
tion about to be described is suitable for the large majonty of 
cases of bunion These hehefs are founded upon the obsenation 
of a large number of cases upon whidi I have operated, and a 
small number of cases tehidi I have crammed and treated after 
they had been operated upon by other surgeons It is fair to 
state also that many of the patients upon whom I have operated 
are residents of Chicago, and can undoubtedly be produced o 
evidence of the truth of my statements 

The operation which I have found most frequently indicated 
IS m no way ongmal except perhaps m tnvial details It is 
essentially that described by S^ede, and redescribed by Reichel, 
^VUson, Porter, and others It does no damage to the joint or the 
arch, and it erubles the patient to wear reasonably fashionsble 
shoes without pam after a speedy convalescence 

A curv ed masion with the conv enty upward is made from tie 
middle of the proximal phalanx backward along the side of the 
metatarsal bone It should be about 2J inches long The sko 
flap IS turned downward and if a bursa be present it is dissected 
out and thrown away A longitu dina l cut is made in the fascu 
and penosteum, and the penc«teum peeled back from the 
metatarsal bone so that the inner half of the head and part of the 
shaft are exposed The capsule of the joint is cut and the toe 
pushed outward so that the articular surface is clearly seen. A 
sharp, broad, thm osteotome is now placed at the middle of the 
jomt surface, pointing backward toward the heel and the whole 
inner side of the head with part of the shaft is spbt off obliquely 
toward the base of the meUUrsal The section removed wiD 
ordinarily measure an inch or more in length by { to | inch in 
thickness The cut surface of the bone is carefully smoothed off 
and rounded with the chisel and flat file and all chips and splinters 
are removed In this particular case there is also an exostosis on 
the upper surface of the metatarsal head which is cut off with 
the chiseL 
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The toe can now be straightened, but the tendons of the 
extensor propnus and extensor brevis halluas are resisting rather 
strongly The brevis is, therefore, cut m two and the propnus 
IS lengthened by sphtUng and suturing 

The penosteum is now brought over the denuded bone and 
sutured with catgut The skin is united with waxed silk and the 
line of inasion smeared with sterile vasehn to allow the bleeding 
from the bone to find an easy exit In some cases where the 
bleedmg is unusually free a catgut dram is mserted, to be re 
moved m twenty four hours A dry stenle dressing is applied 
The same operation is done upon the other foot, except that a 
deep callus overlying the bunion is excised A small pad of gauze 
IS placed between the toes to hold the big toe reasonably straight 
If It V, ere desired to make the toe perfectly straight a hght wooden 
sphnt would be applied over a thidc pad of cotton fastened to the 
posterior half of the foot, and the toe fastened to it with a strip 
of adhesive plaster 

In ten days the sutures are removed if the wound is strongly 
healed, and m a day or two more the patient is allowed to walk 
about on the heels, wearmg bedroom Uppers 

It IS admitted that this operation may not, m very severe 
cases, suffiacntly correct the deviation of the toes, hut it is sur 
pnsmg to see how few cases will need to have any of the articular 
surface removed if the surgeon will first perform the operation I 
have described Then if articular surface must be removed, 
remove it from the phalanx and not the metatarsal head 
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Itvrillbeseen then that I do not bclie\e that an) single t)ie 
of operation is suitable for all cases of bunion that I tlimV masj 
cases are subjected to unnecessanl) se% ere and mutilating opera 
tions ^thout suffiaent indication and that I ttiinh the cpen 
tion about to be described is suitable for the large majontj el 
cases of bunion Thesebelicfearefoundedupoatheobstrvation 
of a large number of cases upon srbich 1 ha^e operated and a 
small number of cases trhich I baN e examined and treated alts 
they had been operated upon b> other surgeons It b fur to 
state also that man> of the patients upon whom I ha« opented 
are residents of Chicago and ran undoubtedly be produced m 
eviudcnce of the truth of ni> statements 

The operation which I ha\‘e found most frecjuenti) mdiated 
is m no wa) ongmal except perhaps in tmial details It s 
essentiall) that described b> Sthede and redescribed bj Rochel, 
WHson Porter andothers Itdoesnodamagetothejoaterthe 
arch and it enables the patient to wear reasonabJ) fashioaibh 
shoes Without pain after a 'peed> con^’alescence 

Acur\eduiQSioawvihtheeon\-exit> upward is made from the 
middle of the proximal phalanx backward along the side of the 
metatarsal bone It ^ould be about 2J inches long The sin* 
flap is turned downward and if a bursa be present it is dbsected 
out and thrown awa> A longitudinal cut is made m the faso* 
and penosteum and the penosteum peeled back from tie 
nietataisaf bone so that the inner half of the head and part of tie 
shaft are exposed The capsule of the joint is cut and the toe 
pushed outward so that the articular surface is clearl) seen. A 
sharp broad thin osteotome is now placed at the middle of tie 
jomt surface pointing backveaid toward the heel and the whole 
inner side of the head with part of the shaft is split off obhquel) 
toward the base of the metatarsal The section remo\ ed will 
ordinarD) measure an mch or more m length b) J to } mch m 
thidmess The cut surface of the bone is carefullj smoothed off 
and rounded with the chisel and flat flle and all chips and spUnteis 
aieremoied In this particular case there is also an exostosis on 
the upper surface of the metatarsal head which is cut off with 
the dii>el 
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The toe can now be straightened, but the tendons of the 
extensor propnus and extensor brevis halluas are resisting rather 
strongly The brevis is, therefore, cut in two, and the propnus 
IS lengthened by splitting and suturing 

The penosteum is now brought over the denuded bone and 
sutured with catgut The skin is united with waxed silk and the 
hne of inasion smeared with stenlc vaselin to allow the bleeding 
from the bone to find an easy exit In some cases where the 
bleedmg is unusually free a catgut dram is inserted to be re- 
moved in twenty four hours A dry sterile dressing is applied 
The same operation is done upon the other foot, except that a 
deep callus overlying the bunion is excised A small pad of gauze 
is placed between the toes to hold the big toe reasonably straight 
If it were desired to make the toe perfectly straight a bght wooden 
splint would be apphed over a thick pad of cotton fastened to the 
posterior half of the foot, and the toe fastened to it with a strip 
of adhesive plaster 

In ten dajs the sutures are removed if the wound is strongly 
healed, and in a day or two more the patient is allowed to walk 
about on the heels, wearing bedroom sbppers 

It IS admitted that this operation may not, m very severe 
cases, suffiaently correct the deviation of the toes, but it is sur 
pnsing to see bow few cases will need to have any of the articular 
surface removed if the surgeon will first perform the operation I 
have described Then if articular surface must be removed, 
remove it from the phalanx and not the metatarsal head 
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TREATMENT OF POTENTIAL AND ACQUIRED STATIC 
FLAT FOOT 

Summary llie four fundamcnul types of flat foot then clinical and anatomic 
clianctenstics potentialandacquiredstat cflat foot etiolosy— the importance 
of ill fitting shoes a gns and symptoms as lelated to the advancing pathol 
ogy in progressive cases differential diagnosis treatment— prophylacbc and 
curabve— the strappng method 

In order to secure the desured end result m the treatment of 
flat foot in the largest possible percentage of cases there are 
certain fundamental pnnaples whidi should be thoroughly 
comprehended and kept constantly m mind by the physician 
applying the treatment The Erst one of these is the fact that 
there are four fundamentally different types of flat foot and 
because of the fact that the method of treatment which is very 
benefiaal for one type may be valueless m the other it is of great 
importance to make an accurate differential diagnosis before a 
Ime of treatment is deaded upon and msUtuted The four 
types of flat foot are congenital traumatic paralytic and static 
and the latter is again subdivided into potential and acquired 
Congenital flat foot is very often not a true flat foot at all 
as the arch of the bony structure of the foot may be perfectly 
nonaal and the space under the arch of the foot simply filled m 
by a cushion of fat This type of flat foot ^e^y often causes no 
symptoms and m that event does not uicapaatate the patient 
The fact that the patient has always had a flat foot can usually 
be ascertained from the history and helps m making a differential 
diagnosis If the history is indefinite a stereoptican x ray is of 
great help There is never smy spastiaty of the muscles m a 
simple congemtal flat foot The foot has a peculiar pudgy ap- 
perance as a rule 
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Traumatic flat foot, as the term implies alvra)^ follows a 
traumatism, evidence of which is usually found on inspection oi 
can be elicited m the case history Esery case of traumtic 
flat foot IS a problem in itsdf, and no routine treatment can he 
outlmed because the location nature, and extent of the injiny 
and deformity must detenmoe the treatment to be foUfftred 
Paralytic flat foot often follows infantile paral>'5is and its 
diagnosis is usually the diagnosis of infantile paralysis 

Flat foot IS much more common than is generally supposed. 
In hlunson’s work we find the statement that of 9901 members of 
the Illmois Guard, who offered themselves for the United States 
ser\ice m 1898, 33 or 3A par thousand, were rejected beause of 
excessn e or painful flat foot All of these had previously passed 
the physical ezamination required to enter the State Jlflitia. 
How many were rejected during this first examination is not 
staled, nor is there anj record of how many of the remaiaag 
9868 suffered to a minor degree from this condition From the 
Surgeon General s Office I was able to obtain the following statis* 
tics During the >'ear8 1903, 19W and 1905 132,145 men were 
examined for the United States army Of this number, 457, 
or SA’ thousand, were rejected because of excessive flat foot. 
These figures include all men who were examined for re-enhstmeot 
and does not take account of those suffering from flat foot who 
were rejected for some major trouble For instance an apph 
cant suffering from hernia and flat fcxit was of coune, rejected, 
but the cause of his rejection was given as hernia From these 
statistics one would be justified id concluding that out of ever) 
10 000 men at least 33 are suffering from flat foot to a degree 
which makes them undesirable for military service I am m 


to settle this question more definitely because a v cry much larger 
number of men will hav’e been carefuDy examined bj that time 
and those examined will more nearly represent the a\ erage otuen 
than in an> previous cxi-uination. 

The balance of Ibis discussion wiU be devoted to a con 
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sideration of the two forms of static flat foot potential and 
acquired 

Etiology — ^Whenever a disproportion occurs between the 
strength of the foot and the strain to which it is eicposed flat foot 
IS likely to dev elop in other words anything which weakens the 
foot or exposes it to excessive strain predisposes to the production 
of this condition The strength of the foot may have been im 
paued from buth may have become unpaired through systemic 
disease or whatismuchmore likely may have become relatively 
weak at the time of puberty The careful study of the histones 
of many flat foot patients reveals the fact that the great majority 
of them refer the first occurrence of flat foot pains back to this 
penod in life The disproportion which exists at this time be 
tween the weight of the body and the strength of the muscles is 
unqueitionably one of the most common causes of flat foot but 
anythmg which weakens the general musculature such as severe 
systemic disease or which m any way impairs the strength of the 
flbiahs anticus and posticus muscles m particular has the same 
tendency The excessive strain may be caused by anythmg 
which maeases the weight of the body or the load that is to be 
bom by the arch thus for instance obesity with the lack of 
suffiaent exercise to keep the musculature in good tone is not an 
uncommon cause of flat foot excessive burden bearing particu 
larly during the period of adolescence is also a common cause, 
long continued standmg when tired particularly when the 
patient has gotten mto the habit of assummg the attitude of 
test so well descnbed by Annandale is very prone to cause 
flat foot because this attitude places the supportmg muscles at 
a great mechanical disadvantage and thus mcreases the strain to 
Vihich the ligaments are exposed 

III fitting shoes are another common cause of flat foot Many 
of the read> to-wear shoes are too low over the instep and as a 
result many a person who starts out m life with splendid arches 
develops flat foot m the course of years because his shoes are 
constantly exertmg pressure over the arches forcmg the foot mto 
abduction and eversion thus putting them at a mechanical dis 
advantage This is much more readily understood if we recall 
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Traxunatic flat foot, as the term implies alwaj-s foUoTrs a 
traumatism, evidence ol irhich is usually found on iasp«±oo or 
can be ebated m the case historj Everj case of trannutic 
flat foot IS a problem in itself and no routme treatment can be 
oullmed because the location, nature, and extent of the injuij 
and deformity must determine the treatment to be followed. 

Paralytic flat foot often follows infantile paralj-sis and Its 
diagnosis is usually the diagnosis of infantile paralysis 

Flat foot is much more common than is generally suppo^ 
In hlunson s work we find the statement that of 9901 members cf 
the lUmois Guard, who offered themseh es for the United States 
service m 1898, 33, or 3^ per thousand, were rejected because of 
excessive or painful flat foot. AH of these had previously passed 
the physical examination requued to enter the State Jlihtia. 
How many were rejected dunng this fiist examination is not 
stated, nor is there any record of how many of the remanusg 
98(58 suffered to a minor degree from this condition Fro® 
Surgeon General’s Office I was able to ebtam the fellewing statis- 
tics Dunng the years 1903 1904 and 19(b 132 145 men were 
examined for the Umted States army Of this number, 457 
or 3^ per thousand, were rejected because of excessive flat foot. 
These figures mdude all men who were examined for re-cnhstment 
and does not take account of those suffering from flat foot who 
were rejected for some major trouble For instance an apph 
cant suffering from bertua and flat foot was of course, rejected, 
but the cause of his rejection was given as hernia From these 
>-»*- --c j >- j — , 1 . tofevaj 

■ • -a degree 

_ I am in 

citned however, to bebeve that these figures are somewhat too 
low, because, as a rule only reasonably able-bodied men apply 
for enlistment When the present war is over we may be able 
to settle question more defimtely because a v eiy much larger 
number of men will have been carefully exammed by that time 
and those examined will more nearly represent the average atuen 
than m any previous eiammaUon. 

The balance of this discussion will be devoted to a con 
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mcapaaty, the latter xarjmg m degree from a shght temporary 
functional impairment to complete, more or less permanent, 
disability The first change that usually occurs m the develop- 
ment of static flat foot is relative general muscular weakness, 
accompanied by more pronounced weakness of speaal muscles, 
espeaally the tibiahs anticus, tibialis posticus, and short plantar 
muscles This throv,s excessive strain on the fasaa and hga 
meats which is followed by 
their stretching, causmg a rota- 
tion of the bones with a change 
of their axis and weight beani^ 
surfaces, which must sooner or 
later result m a change of 
their shape If now the ©jv 
posmgmuscles in their attempt 
to immobilize the painful mem 
her, become hypertropbed 
tigid, and spastic, we have the 
most troublesome condition so- 
called ngid flat foot If, how 
ever, this hypertrophy of the 
muscles does not occur and the 
causative factors are not re 
mo\ ed, we will get the complete 
breaking down of the arch 
robhmg the foot of all of its 
elastiaty This sequence is by F»g 1%— The left leg lUuatrites the 
no means umversal but cer- witward deflecuon of the tendo aduUis 
tainly very common and I have 
frequently seen all of these 

stages and have been able to follow one stage after the other m 
the bstory of some of these cases 

The one nev er failmg sign of flat foot is the outward de- 
flection of the lower end of the tendo acbllis as illustrated on 
the left leg m Fig 196 This sign was first described by Helbmg 
and, so far as my experience goes, it is always present even m the 
early potential cases, m fact, it is a much more reliable and 
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the rule m physics Trhich states that action and reaction are 
alwaj’s equal and m opposite direction and also if we study Rg 
195 carefully, which is the actual outline of a foot and the actual 
outline of the corresponding shoe which had been worn on this 
loot !c« a co2isideeahle tme This !}}i2Stratesdeat]y that, vhia 
this shoe IS placed on the foot pressure has a tendency to cieatu 
ally break down the arch and to force the foot into evers on 
(Fig 196) One proof of thM latter eflect is found in tie fact 
that many patients who ha\e unusually high insteps ha\e corns 
on the outer surface of fheir little toes because these surfaKs of 



Pig 195 — Solid lite shows ooUiiie oJ shoe dotted Uee oullice of foot snow show 
point of excess ve pressure f shoe u too low at the instep 

the feet are constantly being pressed against the inner surface of 
the shoes As long as the faulty shoe is worn nothing will 
permancnlly rebet e the corns but as soon as a suitable shoe is 
substituted the corns can easily be cured A further proof of the 
harmful efiect of a shoe that is too low ot er the instep is the fact 
that potential flat foot pains are if anything more common 
among persons who start out in life with a high instep than 
among those who start with a low one 

Signs and Symptoms — ^Though never fatal it causes much 
discomfort frequently considerable pain and often not a bttle 
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, OccasionaUy flat ioot causts pam ya the hip and the smafl o{ the 
{ back Other common symptoms of flat foot are numbness 
j coldness clamminess and cyanosis of the extremities 
I In the successful treatment of flat foot it is very mterestmg 
j to obsen e how one after the other of these symptoms will disap 
j pear One of the first to appear and also to disappear after the 
. proper treatment has been instituted is the excessive sweating of 
I the feet from which these patients complam The foUowmg 
j history is typical of the ordmaty beginnmg potential flat foot 
^ Male seventeen years of age moderately slender 6 feet tall 
weight 154 pounds made biggest growth in last two years had no 
children s diseases except diphtheria at two years of age About 
I three or four years ago began to have trouble with feet and ankle 
. joints Later went to Plonda and worked on a farm During 
this tune feet troubled him greater part of the time Complamed 
I of pain m ardies of both feet At present complains of pains 
when he walks and a feeling as though foot was faUmg flat and 
there is considerable numbness of limbs when walking Cannot 
engage in any out of-door sports The calf muscles not very 
Well develop^ considermg height and weight of patient No 
tauscle spasm but on standing arches drop down considerably 
Marked prominence of scaphoid with considerable pam and 
tenderness over calcaneoscaphoid ligament and very pronounced 
outward deflection of both tendo achiUes (In Fig 196 the 
sketch on the left is an accurate reproduction of the condition 
found m the left leg of this patient the sketch on the nght re 
presents the normal by contrast ) Feet perspiring considerably 
cold and clammy Patient first seen and treated as hereafter 
described on November 14 1917 then agam on December 7 
1917 when the cyanosis had entirely disappeared Exammed 
2 gaui January 11 1918 when all aymploms had entirely disap 
peared — no pam numbness or sweating 

As stated abo\ e this was a begimung potential flat footwhich 
while It had not resulted m any senous incapaaty had been i ery 
annoymg and if left untreated would probably soon have devel 
oped mto the spastic form of potential flat foot which is much 
“ore painful and causes much greater incapaaty and the pnn 
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characteristic sign than is the breaking of the arch itself and 
appears much earher m the disease 

Another sign is the pecuhar gait of the patient This diffen 
somewhat m the different tj-pes of static flat foot In the polo 
tial ^•anety the patient steps rather gmgerij , as though wahiag 
on peas, while m the acquired flat foot there is a marked aMcc 
tion and e^ ersion, with the knee slightly flexed and the baibent 
and the foot hittmg the ground rather bard 

The tendencj to fatigue weakness, and discomfort, e^Tn oa 
the shghtest exertion k also often \ crj marked The patient b 
dismdined to arise when in a sitting position and lacks alertness 
sits down, or assumes the “attitude of rest” whene%erpcfisibfc 
often complaining of cramps m the calf and «pasm of the foot 
which throws the foot into a position of abducbon and CNtisico- 
In the 8 e\ ere cases the dscomfort may change to 56% ere pam, and 
as the disease progresses aoumber of charactensucpoiats of pi-n 
are likely to de\ elop The first and most common is at the umw 
portion of the foot, where the tuberosity of the scaphoid and the 
head of the astragalus make pressure on the calcaneosaphoid 

hgament Sometuaes the imtation becomes so se^ ere here that 

a bursa de^ elops, which may become inflamed and the pam caj 
become so excruciating as to make all locomotion impes^k 
Another common point of pam is on the dorsum of the foot, 
where the scaphoid impinges on the neck of the astragalus A 
third point of pain is just m front of the external malleolus where 
a point of fnction occurs between the external malleolus and the 
astragalus, due to the changed rebUon of these bones Another 
pomt of pam is o> er the plantar surface of the heel This pao 
on a number of occasions been falsely diagnosed as a true 
mflammatorj periostitis While an inflammatory periostitis 
does appear here occasionally a traumatic flat foot pcnosteal 
imtation is undoubtedly the much more frequent cause of pam 
in this locaUon I haie seen quite a number of these paUents 
operated upon without relief who subsequently secured complete 
relief when their flat foot was properly treated Another com 
mon pomt of pam is found m the ball of the foot at the meta 
tarsal phalangeal junction so often described as Jlorton’s toe 
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tion of weight and strain and disuse of normal function is of 
vastly greater importance than the depression of the arch, which 
has given the name to the disabihty ” 

Treatment — ^The treatment may be divided mto prophylactic 
and active Great care should be taken that young persons 
during puberty and adolescence be not exposed to excessive 
strain This same precaution should 
be observed following an acute illness 
or when a person is, for any reason, 
greatly below par Agam personswho 
have a tendency to obesity, particularly 
if they have relatively weak muscles, 
should bav e then muscles strengthened 
by proper physical exercises and their 
weight reduced by suitable diet Ex 
cessive burden bearing, particularly 
dunng the period of adolescence, should 
be avoided Persons whose trade or 
vocation requires them to stand for 
long penods of time should be taught 
to stand with their feet dose together 
and parallel and should be cautioned 
never to assume the “attitude of rest” 
or to stand with their toes out Toe 
mg out, both m standing and walking 
favors the production of flat foot and Fig 197 — General outline 

sWiildconstanUy be discouraged It ol tie lyyi f * 
. , ® , atiaiglil last and widest where 

lowers endurance and does not favor of the foot that is, 

gracefulness, as is so commonly sup- the metatarsal phalangeal junc- 
posed Another important prophy 1*°“ 
lactic measure is suitable shoes The 

shoe manufacturer should never forget that space has three 
dimensions, and that all of the three dimensions must be taken 
luto consideration m the manufacture of satisfactory shoes 
Length and width are usually considered but height particularly 
over the mstep is rarely thought of, with the result shown m 
Fig 195 and considered under Etiology 
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opal sjTBptoms of which are muscular ngiditj, oersion ssd 
abduction, and inabili^ to bring tie foot into its comal ad- 
ducted inserted position either voluntarily or by pas-iie motion 
In some of these cases the muscular ngidity becomes so pro- 
nounced that even a general anesthetic vnll not completely rdai 
the abductor muscles This tj-pe of rigid spastic potental 
flat foot IS often met with even before the arch bcgms to breal, 
IS often extremely painful, and may cause a high degree of 
incapaaty, as the following case history will illustrate 

Some years ago a merchant thirty three years of age 5 fcrt 
10} inches tall, weight 190 pounds came to see me ffith a history 
that two y ears prevnously he had been having trouble with hs 
feet, suffering much discomfort and considerable pam, whrdi 
occasionally made walking almost impossible He hobbled aloag 
with two canes wore steel flat foot insoles attached to hncs 
extending within a few inches of his knees without relief The 
arches showed no tenden^toward flatness, but there was marked 
abduction and ezcessn e ngidity of tie abductor musdes tnabsg 
It impossible to bring the feet into normal position. A/tff 
eight months of treatment the patient made a complete recmeiy 
If such a case as this is not reieved, it wfll ultimately pregrcSi 
to complete static flat foot, with a complete breaking of the arch. 
In this condition the pam is often Jess sev ere than it is m the po- 
tential flat foot, but the patient acquires a displeasing shambLcf 
gait and his endurance is usuaUy very greatly reduced 

T\ ell made impnnts of the sole of the foot are often of value 
in mating a diSerential diagnosis between potential and acquired 
staPc flat foot and of mterest m watching the progress of the 
condition but we must not forget that there is no direct relaUou 
between the s uitin g in of the arch and the sei enty of the s'lcp- 
toms or the degree of the disability A potential flat foot may 
be so painful as to incapaatate the patient from all work and ) el 
show no loss of arch. While on the other hand afuUj developed 
static flat foot may cause relabveiy htUe pam, though it always 
impairs the usefulness of the foot more or less We must ever 
remember that ‘ flat foot is a compound deformity m which the 
abnormal relation m foot and leg causmg the improper distribu 
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can be taken either m the lying sitting or standing position and 
should be done ten times with each foot two or three times each 
day It IS probably the most important exerase because the 
purpose IS to strengthen the tibiahs anticus and posticus muscles 
— the two muscles which bear the closest relation to flat foot 
If these tw 0 are unusually weak flat foot is almost sure to develop 
while if they are in normal health and strength flat foot is not 
likely to develop 

A good general massage is of very great value in buildmg up 
the general muscular system and also in insuring proper develop- 
ment of these speaal muscles but massage should be given by a 
person well trained in the art otherwise it may either prove 
valueless or actually do harm 

In this connection it is necessary to say a word about flat 
foot msoles IVhile flat foot insoles give temporaiy relief in 
some cases my experience with them leads me to the conclusion 
that they never cure a case of flat foot and that they actually 
make many cases worse They are wrong in pnnaple because 
instead of strengthening the tibiabs anticus and posticus muscles 
they actually weaken them instead of adducting and invectmg 
the foot they actually force the foot mto abduction and eversion 
and instead of reheving pressure at the points of pam they often 
actually increase pressure at these points I have seen some 
cases of fiat foot that were temporarily relieved by flat foot 
insoles only to become much worse later and I have seen a number 
made worse from the very beginning Some years ago I treated 
a patient for flat foot who had m his possession over thirty pairs 
of flat foot insoles some of them procured ready made from the 
shoe store some of them made by orthopedic mstrument makers 
and a great many of them made at the direction of some of our 
most eminent orthopedic surgeons In spite of all of these ap- 
phances it was almost impossible for him to walk After dis 
cardmg all of the flat foot insoles and foUowmg the treatment 
above outlined and the strapping which I am now to describe 
he was completely relieved m the course of about six months — 
not only was he relieved of all of his ^mploms but a fairly good 
arch Was again re-estabhshed 
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The mner border of the shoe should be a straight Lae as 


shown m Fig 197 If the shoe points at all, it should pomt cal} 
from the outer side The tip of the great toe should ncva be 
crowded outward If these two precautions are not obsened 
the foot IS sure to be forced into abduction and c\ ersion sooner or 
later and a more or less pronounced fiat foot is bound to derdcp 
The metatarsal phalangeal jomt should come at the widest point 
of the shoe as also illustrated in Fig 197 This is cnporta-t m 
order that elastiatj and spnnguiess of the arch of the foot be 
not impaired and that the shoe maj be comfortablj fitted to tie 
foot 

Persons with unusually high insteps or unustiall> long srdi® 
in proportion to the other dimensions of the foot should slwsys 
ha\e shoes made ON er a ’^peoat last. This can easU} he '«cred 

by fint makmg a plasler-of Pans cast of the foot and then haTBi 
the last maker male a last acoordmg to the dimensions of the 
CMt Hai'ing shoes made m this way preNcnts the necesatr 
of breakmg in shoes is of great protection to the foot and t 
deeded saiing m the cost of shoes because if the shoe does not 
fit, not only will the foot be broken m but the she* as ir ell as i 
consequence of which it wears out sooner than it would if prtTW’fy 
fitted to the foot A propcrlj fitted shoe should be as comfortable 


the first day it is worn as the day it is discarded 

Strengthening the general muscular system of the body b' 
proper hygienic measures and suitable exerose are two of tie 
most important therapeutic remedies to be employed in the r^ 
hef of condition For a ninaber of y cars I directed bn 
foot pabents to procure and use Schreberer s httle book on phi's* 

icalexerase Almost since the \er> beginmngof thewailhart 

been unable to secure this book and as I could not find a suitable 


subsbtule felt compelled to publish a book on Physical Eiero^ 
for InN’alids and CbaN-alescents which I find n ery useful in thi> 
and alhed condibons In addiboa to the eierases contained in 
this book I teach the pabent one special exercise whidi consists 
inarotabonof thefoot first inward then upward then outward 
and then downward to the first posibon with «pecial emphass 
on the inward and upward parts of the exercise This exerorf 
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can be taken either m the lying sitting or standing position, and 
should be done ten times with each foot two or three times each 
day It is probably the most important exerase because the 
purpose is to strengthen the tibiahs anticus and posticus muscles 
— the two muscles which bear the closest relation to flat foot 
If these tn 0 are unusually weak, flat foot is almost sure to develop, 
while, if they ate m normal health and strength, flat foot is not 
likely to de\elop 

A good general massage is of very great value m buildmg up 
the general muscular system and also m insunng proper develop- 
ment of these speaal muscles, but massage should be given by a 
person well tramed m the art, otherwise it may either prove 
valueless or actually do barm 

In this connection jt is necessary to say a word about flat 
foot insoles While flat foot insoles give temporary relief m 
some cases my experience with them leads me to the conclusion 
that they never cure a case of flat foot and that they actually 
make many cases worse They are wrong m pnnaple because 
instead of strengthening the tibialis anticus and posticus muscles 
they actually weaken them instead of adductmg and invertmg 
the foot they actually force the foot into abduction and eversion, 
and instead of rehevmg pressure at the pomts of pain they often 
actually increase pressure at these points I have seen some 
cases of flat foot that were temporarily relieved by flat foot 
msoles only to become much worse later, and I have seen a number 
made worse from the very beginning Some years ago I treated 
a patient for flat foot who had in his possession over thirty pans 
of flat foot insoles some of them procured ready made from the 
shoe store, some of them made by orthopedic instrument makers, 
and a great many of them made at the direction of some of our 
most emment orthopedic surgeons In spite of all of these ap- 
pliances, it was almost impossible for him to walk After dis 
carding all of the flat foot insoles and following the treatment 
above outlined and the strappmg which I am now to describe, 
he was completely rehevcd in the course of about six months — 
not only was he relieved of all of his symptoms, but a fairly good 
arch Was again re-established 
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The ijmer border of the shoe should be a straight Ime u 
shown m Fig J97 If the shoe points at all, it should poJt ceJj 
from the outer side The tip of the great toe should iifi-cr be 
crowded outward If these two precautions are not observed 
the foot IS sure to be forced intoabduction and eversion sooner a- 
later, and a more or less pronounced flat foot is bound todevelcp 
The metatarsal phalangeal jomt should come at the wsfest poat 
of the shoe, as also illustrated in F^ 197 Thisisiaportanloi 
order that elastiat} and springiness of the arch of the foot be 
not impaired and that the shoe ma> be com/ortabl) fitted to tie 
foot 

Persons w itb unusuaDy high insteps or unusually long arches 
in proportion to the other dimensions of the foot should ahi^ 
have shoes made over a special last This can easily he seoircd 
by first making a plaster-of Pans cast of the foot sad then hav^ 
the last maker make a last aca>rdiDg to the duBeasions of t-« 
cast Raving shoes made in this way prevents the nefe®^^ 
of breaking in shoes is of great protection to the foot, ana » 
deaded saving m the cost of shoes, because if the shoe doa not 
fit, not only will the foot be broken m but the shoe as well, « * 
consequence of which it wears out sooner than it would if propwy 
fitted to the foot A properly fitted shoe should be as comfodab-* 


the first day it IS worn as the day It vs discarded 

Strengtheamg the general muscular system of the bodv y 
proper hygienic measures and suitable eaerosc are two of 
most important therapeutic remedies to be einplo>od m 
hef of Uus condition For a number of years I directed taye^t 
foot patients to procure and use Schreberer s little book oapb)^ 
leal ezerose Almost since the very begmrm^ of the war I h^^ 
been unable to secure this book and asIcouWnotfindasujtabit 


substitute fell compelled topublish a book on Physical 
for Invalids and Convalescents which I find very useful lU 
and allied conditions In addition to the exerai>es contained tf 
this book I teach the patient one special excrase whith consutf 

la a rotation of the foot firstmward then upward, then outward 

and then downward to the first position with special cmphaai^ 
on the inward and upward parts of the excrase This cxerose 
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caa be taken either m the IjTng sitting or standing position and 
should be done ten times with each foot two or three tunes each 
day It IS probably the most important exerase because the 
purpose IS to strengthen the tibialis anticus and posticus muscles 
—the two muscles which bear the closest relation to flat foot 
If these two are unusually weak fiat foot is almost sure to develop 
while if they are in normal health and strength flat foot is not 
likely to de\ elop 

A good general massage is of very great value m buildmg up 
the general muscular system and also m insuring proper develop- 
ment of these speaal muscles but massage should be given by a 
person well trained m the art otherwise it may either prove 
valueless or actually do harm 

In tbs connection it is necessary to say a word about flat 
foot insoles While flat foot insoles give temporary rehef m 
some cases my experience with them leads me to the conclusion 
that they never cure a case of flat foot and that they actually 
make many cases worse They are wrong in prinaple because 
uutead of strengthening the tibialis anticus and posticus muscles 
they actually weaken them instead of adducting and inverting 
the foot they actually force the foot into abduction and eversion 
and instead of rehevmg pressure at the points of pam they often 
actually maease pressure at these points 1 have seen some 
of flat foot that were temporarily reheved by flat foot 
insoles only to become much worse later and I have seen a number 
made worse from the very hcginiung Some years ago I treated 
^ flat foot who had m his possession over thirty pairs 

\ msoles some of them procured ready made from the 

s M store some of them made by orthopedic instrument makers 
an a great many of them made at the direction of some of our 
most eminent orthopedic surgeons In spite of all of these ap- 
almost impossible for him to walk After dis 
ab ^ insoles and following the treatment 

ove outhned and the strappmg wbch I am now to describe 
completely reheved m the course of about six months — 
flTriT ^ reheved of all of his symptoms but a fairly good 

«ch was again re-estahhshed 
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The inner border of the shoe «hou]d be a strj^ ks* a 
shown in Fig 197 If the shoe points at all, it 'hosHpontc-V 
from the outer *idc The tip of the great toe siodd trvtrle 
crowded outward If these two precaatioiis are cot ctssmd 
the foot IS sure to be forced mto abdt-cbon and ei'csica kczs ff 
later, and a more or less pronotnced Oat foot is bound to derccp. 
The metatarsal joint «hould come at the widest pcct 

of the shoe, as also Dlustiated in Fig 197 Thisisimpcftaitc 
order that elastiatj and <pnnginess of the ardi of tie foct k 
not unpaired and that the shoe ma^ be cnafortablv fitted to tie 
foot. 

Persons with unu5uaU> high insteps or unusually long — 
m proportion to the other dnnensioas of the foot sho-ld * 1*^^ 
hai'e shoes made o\ era «peaal lasL Tbs can easih be 'ecsed 
bj first TTialing a plaster-of Pans cast of the foot and theabi^ 
the last maker make a last according to the dimoissoss cf t- 
cast Haimg shoes made m this wa> prrvmts the 
of breaking m shoes is of great protection to the foot, 
deeded saving m the cost of shoes because if the «boe d«s 

fit, not only will the foot be broken in, but the shce as 

consequence of wbch it wears out sooner than it would if pre^)*^ 
fitted to the foot Apropcriy fiited'hoeshouldbeasctsufo*^ 
the first day It IS worn as the day it IS discarded. 

Strengthening the general muscular si'^tem of tie bodv J 
premier hygiemc measures and suitable exerose are two ct 
most important therapeutic remedies to be cmplo'fd n 
hef of this conditicm. For a number of years I directed ni 
foot patients to procure and use Schreberer s httle book on pi''^ 
ical exercise. Almost <ince the \ery beginning of the wax 1 
t^een unable to secure this book, and as I could not find a 
substitute felt compelled to publish a book on Tbys.calEien:^ 
for Invalids and Com-alesoents wbch 1 find s ery i.sefiJ in 
and abed conditions In addition to the eicrases contamed ta 
th s book I teach the patient one 'pecial exercise wbch 
in a rotation of the foot, first mward then upward then outward 
and th en downward to the first position with special ecpbss 
on the eward and upward parts of the exercise Tbs eien« 
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can be taken either in the lying sitting, or standing position, and 
should be done ten tunes with each foot two or three times each 
day It 13 probably the most important excrase because the 
purpose IS to strengthen the tibiahs anticus and posticus muscles 
—the two muscles which beat the closest relation to flat foot 
If these Uo are unusually weak, flat foot is almost sure to develop, 
while, if they are m normal health and strength, flat foot is not 
likely to de\ elop 

A good general massage is of very great value in building up 
the general miisculat system and also in insuring proper develop* 
ment of these special muscles, but massage should be given by a 
person well tramed m the art, otherwise it may either prove 
valueless or actually do harm 

In this connection it is necessary to say a word about flat 
foot msolcs While flat foot insoles give temporary relief in 
some cases, my experience with them leads me to the conclusion 
Ibat they never cure a ease of flat foot and that they actually 
make many cases worse They arc wrong in prmciple because 
instead of strengthening the libulid anticus and posticus muscles 
they actually weaken them, instead of adducting and invertmg 
the foot they actually force the foot into abduction and eversion, 
and instead of rchevmg pressure at the points of pain they often 
actually inaease pressure at these pomts I have seen some 
of flat foot that were temporarily reheved by flat foot 
msolcs only to become much worse later, and I have seen a number 
made worse from the very beginning Some years ago I treated 
4 patient for flat foot who had m his pcssession over thirty pairs 
of fiat foot msolcs some of them procured ready made from the 
shoe store, some of them made by orthopedic instrument makers, 
and a great many of them made at the direction of some of our 
®ost eminent orthopedic surgeons In spite of all of these ap* 
P anccs, It was almost impossible for him to walk After dis 
cuduig all of the flat foot msolcs and following the treatment 
a o\e outlined and the strapping which I am now to desCTibc, 
c was completely relieved in the cxnirse of about su months — 
not only was he reheved of all of hiS symptoms, but a fairly good 
arch was agam re established 
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Strapping. — ^The special metliod of strapping wliich I haw 
used in all of my cases of potential and acquired static fat foot 



j-g J98.— MinBei in which th« ime ond plaster u marked off prepanlory ta the 
cutuog of (tnps, 

during the past twenty jeais is supplementary to the general 
treatment abo\e outlined I go into the .mmutest detail in the 
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description of ttik method because upon the acciiraty with which 
it b applied depends veiy largely the results obtained. 

First, I select the best grade of oxid adhesive plater that 
I am able to procure. I always use this in the 12-mch rolls 
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fourteen stnps J inch wide by 8 indics long, two strips i inch 
wide by 16 inches long, and ^vide the balance of the adhesive 
plaster m two stnps each 3J inches wide (Fig 198) 

If the patient is a hospital pabent, he is now placed on an 
operating table, m the position illustrated in Fig 199, with the 
heel on a small block, a loop of hard roller bandage of convenient 
length thrown across his foot The operating surgeon now places 
the foot m the proper posibon of adducbon and inversion with 



the ankle at a bttle less than right angle The pabent is then 
directed to make tension on the hard roller bandage so as to mam 
tarn the foot m this position until the sbappmg is completed 
By grasping the bandage a bttle further down with the inner band 
and making greater tension with this hand the posibon is usually 
mamtamed without much difficulty (Fig 199) 

In high grades of spastic fiat foot only partial correcbon of the 
abnormal posibon is possible at the first strappmg but with 





POTENTIAL AND ACQUIRED STATIC FLAT-POOT 629 


the foot, just anterior to the last 32-mdi strip and slightly over- 
lapping it, and brought around the inner surface of the foot and 
up the front of the leg, as shown at ^ in Fig 203. The second 
I by 16 inch strip is now apphed, slightly overlapping this 
one. Now the circumference of the leg is taken just above 
the thickest point of the calf, one of the 3J mch strips is cut 
an inch shorter than the circumfetence and applied circularly, 
as shown in Fig 204. The remaining drcular strips are now 



Fig 203 —The strapping nearly completed, all tlie ) by 32 inch, i by 8 lacb, and 
} by 16 inch stops have been applied 

applied, as shown in this figure, being sure not to permit the 
strips to overlap or even to meet posteriorly This point is of 
very great importance, because if they do overlap the arculation 
of the leg and foot are interfered with and the muscles do not 
secure enough nutrition to properly develop and regenerate 
^ The straps, applied as directed in the preceding paragraph, 
will remain in place and be effective for from four to eight weeks, 
depending upon the kind of work the individual does, upon the 
quality of the adhesive plaster, aiul upon whether the patient 
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peispues greatly or not When the straps begui to get base, 
the> are removed, preferably la the evenmg, the loot washed yith 
soap and warm water, and restrapped the ncitjnomiig imtStiLt 
patient is relieved ol his trouble Fretn one to ten strappu^ 
not only rebel e but curepractically every case of static fiat foot 
Prognosis — Contrary to the generally acc^ted opinion even 
among medical men, the prognosis in static fiat foot of both 
varieties is very good, pro\^ded the above line of treatment is 



Fig 2Wu--T*l« »li»PP«ig complrted theUireti mcistnpita'elpeeopBtWloticiJ 
<lijwD Uie otfcCT wnpi. Notr ibai they <lo not ovetUp po'Wwb' 

carefully followed both 1^ the attending surgeon and the patient 
I have now followed the aljove line of treatment for over tweiit> 
years, and ev ery patient sufienng from this condition that has 
persisted in the ticaioienl has been reliev ed of his symptoms, and 
a very largo percentage of them hav e actually been anatomicall) 
cured. Wh2e I realize that the last statement may seem in- 
cfe^yblc to some yet fiat foot tepnnu taken before treataest 
tas been instituted and agarn when a symptomatic cure has been 
seemed proves its correctness mamtrovertibly 
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The chief objects of the treatz&ent above ou timed are to over- 
come any disproportion which may exist between the strength of 
the arch and the weight to be borne, and to place the arch at its 
greatest possible mechanical advantage, namely, the center of the 
arch directly under its burden If these two mam objects are 
accomplished by the treatment, the inmor objects necessarily 
faU mto Ime, and, as a natural consequence, the symptoms disap- 
pear and a cure results 
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perspires greatly or noL Wten the straps begm to get loose 
thej areremo\’ed preferably inthee\emng, the lootTrashedwith 
soap and wann water, and restrapped the next morning undl the 
patient IS relie\ ed of his trouble Frcan one to ten strappings tiQ 
not only rehei-c but cure practically e^ cry case of static flat foot. 

Prognosis. — Contrary to the generally accepted opinion es'Oi 
among medical men the prognosis in static flat foot of both 
varieties is xery good prodded the above line of treatment b 



carefully followed both by the attending surgeon and the patient 
I have now followed the above line of treatment for o^Tr twenty 
j*ears and e^'cry patient suffering from this condition that has 
persisted m the treatment has been rehea ed of his syToptoms and 
a %*cry large percentage of them h3\ e actually been anatormcaU) 
Quei WTiDe I realize that the last statement may seem m 
credible to some yet flat foot r^nnts taken before treatment 
bas been instituted and again when a symptomahe cure has been 
secured pro' es its correctness mcontnn ertibly 


CLINIC OF DR COLEitAN G BUFORD 


Cbiix)R£n’s Meuobial Hospital 


UMBILICAL HERNIA OF INFANTS AND CHILDREN 

Summry Etiology — importance of digestive disturbance and neglect the two 
types — characienstics of each, prophylaxis and non-operative treatment— 
the Coley henusphenc wooden buttons and the adhesive plaster girdle — tbeit 
proper application — general management indications for operation— technic, 
after treatment 

UjiBttiCAi. hernia, m young childten is not a new subject, 
but because of the large number of children appealing at the 
Surgical CUmc of the Children’s Memorial Hospital eriubitmg 
this defect naturally the subject has become a very important 
one with us Were it not true that there are so many vague 
and improper impressions abroad concerning this aSection I 
would not think of eUboratmg upon it The proportion is so 
much larger in dispensary than in private practice that I am 
led to the behef that prenatal and postnatal tnalnounshment is 
a very important etiologic factor, and that these children are 
more subject to digestive disturbances and neglect, and, con- 
sequently, cry more thus mviimg hernial protrusions Exces 
sive coughing, as m bronchitis and whooping cough, increasing 
Ultra abdominal pressure, reopens rings which have been pre- 
viously closed 

There ate two distinct types of umhihcal hernia those pro- 
trudmg through apertures beside the obliterated cords and those 
protruduig through openings in the abdominal fascia just above 
the umbilicus 

The apertures of those which he beside the cord ate due to 
failure of the fibrous structures surtoundmg the cord to close by 
contraction or if once closed, they reopen on account of undue 
intra abdominal pressure or a weak ting, or both The rmgs 
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thmk become a source of evil thiougli bmitmg peristalsis and 
inMling intestinal stasis and resultant digcsti\c disturbances 
with all that goes in their ■R'lke 

A OK operahie TrcalMenl — ^The usual routine of non opera 
tne treatment consists of the use of cotton wads buttons 
coins and metal plates held on the na\el by short strips of 
adhesive plaster These cannot resist the protrusion since the 



F g 205 — Large umbibcal hern a Xperture s n abdom nal fa a th refo e th s 
s not a tru umb al hern a 


plaster has no fixed point Invagmation of the navel through 
drawing the skin together on either side by aclhes^e has many 
adxocates I ha\e never seen any benefit from it Manu 
factored and home made removable belts and trusses both con 
taming pads for retaining the hernia are in common use Occa 
sionally belief t is derived from these but onthewhole a retnov 
able appliance is dislodged frequently used irregularly and 
seldom worn at night consequently the frequent protrusions 
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are smaU, rarely larger tban a pea, elongated, the kog ass 
usually lying horizontally, and are frequently angulatei lie 
free margins of the rmgs are firm, thick, elevated, and rounded. 
The contents of the sacs are usually omentum but occasiocalljr 
a kuudcle of gut fills the sac. Both Qpes are usuall> redudb'a 
The protrusion rarely exceeds the size of one or trro peas and 
occasionally one sees the *nT>h ?lir»is pushed forward and dom 
ward, the protrudmg mass assuming the shape of a c^iple or sa 
infant's penis 

In the second group are those which protrude throcgh 
apertures in the abdominal just above the umbfljcus their 
lower mar gin reaching to the uj^>cr border of the contracted 
nng previously desoribed, but the nags of these never open into 
one another, neither have I seen the two types present m the 
same patient. These are not true umbilical hernias, hut are 
diastases m the hnea alba, of which there may be others abose. 
These nags are relatively large, often reaching II inches ifl 
diameter or larger Tbetr margins are very thin and phable. 
The protrusion is rotund and the contents usually redudbU 
(Fig 203) 

Treatment— In view of my finding dunag 
operatiaos so many long and very narrow pentoneal protrusiooS 
so very closely blended with the umbihcus I am coo>’uiced that 
most of the first type are congenital hernia which remain open 
or, if closed, are destined to reopen m early infancy The 
pentoneal protrusions have been engaged m the nngs and sene 
as points of easy egress for knuckles of omentum or intestine, 
therefore prophylaxis is of LtUc benefit in these, usually only 
delaying the appearance of a henua 

In the second type there is btUe doubt that lessened ciyuJg 
and coughing through good care and feeding and gentle support 
of the abdomen, by use of a binder, are beneficial prophylactic 
measures If these weak areas are not opened up m early life 
there is a good chance of them becotmng thicker and stronger as 
the matures 'Whatever good may be said of the abdom 
ujal binders, used so commonly m early infancy as an abdom 
inal supporter, they are too frequently applied tightly and I 
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four ^ects and should alnajs be diinged when the> begin to 
loosen Upon removal all resm from the adhesive plaster 
should be rcmov cd from the skin w ith benzine v\ hich 15 carefully 
cleared avvaj with alcohol followed bj water sponging If the 


res due of the evaporated benzine is left on the skin and cov 
ered a bhster ma> follow The onlj serious drawback to this 
dressing is the skin irritation mduced Rapid tub bathing is 
permissible From a theoretic standpoint such a 1 xed dressing 
worn daj and night for several months seems most satisfactor) 
for if properly cared for the hernne rarely protrude From a 
practical standpoint it is also 
the best dressing available but 
docs not accomplish as many 
cures as is supposed In the small 
slit like openings the true um 
bil cal hernia among which we 
might expect the highest per 
centage of cures I rarclj have 
cures during the months of 
earl) life when parents are most 
Willing to bring their children 
for regular care but I have now 
had sufficient opportunit) to 
observe these in later life to have 
been impressed with the belief 
that the majorit) of this type 
Undergo spontaneous cure before 
the pubescent period and that 
the closure of the rings usuall) occur in well-developed children 
after the) have taken on active out door sports My lailure 
to cure many of these true umbilical hemiae by non operative 
means has caused me to refrain from urgmg contmuance of 
treatment if after six to nine months of constant wearing of the 
appliance there has been no marked improvement The fre 
fjuenc) of spontaneous cure after the seventh or eighth ) ear and 
the rant) of strangulation among these prompts me to defer 
operation m all but the dehniteh hopeless tvpc which are those 



Hg 207 — \dhes e plaster and 
button appbed 
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o\ ercome w hate\ cr contraction has taken place m the rmg while 
the pad ■\\as worn I was impressed with the uncertamh of all 
of these methods man> >eats ago and m casting about for a 
method which would keep the button in place and gi\e a filed 
point for counterpressure I adopted with some moMatioib 
a method described b> Colej tnan^ } ears ago consLting of 
hemispheric wooden button molds (Fig 206) These 'hould be 
J inch in diameter or larger The\ are covered on the com ex 
surface b} Z 0 adhesive plaster carefulh stretched over it and 
ironed down to perfect smoothness with the fingernail and 
evenl} trimmed around the base Its flat surface placed 


^ ' 


t3 


fig 2O0 — « Zinc ood adlie< \* pbsi«r farU) lined h> fauM to pit 'HI 
tertflce 0/ plaster to itin Cufton on plaster reads to «ppb * Button aoJA f 
Button mold co ered with adbc'ive plaster ironed down to perfect smcotiiiRs on 
coDW* surface 


upon the middle of a stnp of Z O adhesive to 2J inches 
wide according to the size of the child and long enough to 
more than encircle the bodj The plaster lo partlv luicd 
with gauze or sheet waddmg to preserve part of the ‘km 
from the imtatmg effects of the plaster which area will be 
u‘ed to applv plaster at the ne<t dresemg The plaster i» ap- 
plied with such obbquitj following the bodiJj contour that its 
upper and low er edges evert ecpial tension fFig 207) UTen the 
ed<'es cause abrasions the> should be turned in or lined with 
sheet wadding >o dusting powder should ever be applied 
because it becomes moist with perspiration and macerates the 
skm Thc-e dressings 1 / well cared for last from ten dajs to 
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mattress sutures usuallj two ne^er more than three The 
free edge of the lower margin is then pulled upward spread out 
and fixed in place by one or two sutures thus gning broad 
approximation of surfaces If there is sufficient subcutaneous 
tissue it IS brought together with fine lodin catgut The skin s 



closed b> a subcutaneous silkworm gut suture which is tied over 
^ 'eiy small thm strip of gauze No drainage is used The 
abdomen is encircled with adhesive plaster and the child put to 
bed with the following provisions Freedom of movement in 
cd If necessary maj sit up m an easy position to attend to 
the calls of nature Warm covering for upper part of bod} 
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With the \ en thick rounded edges lax rings, and tho«e with 
Tong pentoneal protrusions 

As paradoxic as it maj seem, bj use of the button and 
adhesn e belt I ha\ e had the best results in tho«e of the «econd 
group, whose apertures are just abo\e the na%el and which are 
reallj apertures m the hnea alba A fair percentage are cured 
m SIX months to a jear when treatment is begun before the 
child is SIX months of age The cures dimmish in frequenn as 
age advances Yerj few of these patients return becau-e the 
nng has reopened 

Operalt~e Treatment — AH patients of an% age who de\€lop 
senous digestive disturbances or discomforts possibK due to the 
herma and all mcarceraiions and strangulations are promptlj 
operated upon Uncompheated umbihcal hemir not likeh to 
close are operated upon at a tune of convemence but prefer 
ablj w ell after the first \ ear of life when surgial n.k begm» to 
lessen and the larger size of the bodj renders asepsis more 
possible at the operation and sx'stematic after care J^a^ be mote 
easil} earned out 

I am now routmel% usmg a ^er5 «maU 'emiorcular 'km 
incision with its con\exil\ upward limg abo\e and around the 
umbUicus The flap of skin and subcutaneous tbsue is di»- 
<ccted up includmg the umbilicus which is thus presened 
The nng is exposed as far as possible at this tunc the pentoneal 
protrusion is found jiartlj freed and then opened \Mule the 
skin flap is lifted the pentoneum is carefull\ dis'ected off the 
naseL I know of no pbee where the pentoneum blends so 
tightl-v with another tissue as in true mnbihcal hernia The 
dissection is earned on with a sharp knife care being taken not 
to perforate the skm When the sac is made free where it he* 
outside the abdomen it is then freed from the nng and well 
under it At this point it usuaUj becomes thm and ina% be 
easi]> broken through If made free intact it is hgated and 
the sac cut off, if tom it is sutured m the du-ection it will most 
easilj approxunate 

The closure of the nng is accomphshed b) bnngmg the lower 
o\er the upper edge with the fewest No 1 chromic catgut 
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INCARCERATED RIGHT SCROTAL HERNIA DUE TO AD 
HERENT CARCINOMATOUS OMENTUM 

Summary A patient preseatiag an incduc hie nodular swelling m the ngbt 
inguinal canal and scratum d agnos s — unulanty of les ons to Perlsucht 
of cattle pathologists report— caranona simplex metastatic in omentum 

HISTORY 

The patient is twenty seven years old single a baggage 
porter nationality American He was admitted to the hospital 
January 29 1918 at 5 15 P u 

The patient states that be has had a right scrotal hernia for 
ten jears At various tunes he has eitpenenced slight attacks 
of pain and cramps localized chiefiy m the region of the hernia 
but he has had no previous attack so severe as the present or 
sccoiapanied by vomiting or even by nausea Until last week 
be has always been able to reduce the bemia at will but last 
week he does not know on exactly which day it came down 
and has remamed down since he is unable to reduce it Fur 
thennore he has been unable to work on account of the pam and 
tenderness at the present hernial site He has however had no 
nausea or vomitmg His bowels have moved every day and 
e bad a bowel movement this morning He is normally inclined 
^ he constipated and so takes oil m some form rather frequently 
erwise he has no complamts no headache no cough no 
^pnea no abdoimnal distress otherwise than above noted 
e thinks he has had some of the diseases of childhood but does 
wt know which He has never been operated on He had a 
ci^enan infection m 1918 but denies other venereal illness 
ather mother five brothers and three sisters are hving and 
patient states that he has lost 18 pounds m weight 
HI t e last SIX months He does not know why unless it be due 
0 aid work recently as a baggage porter Appetite is good 
vou 
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gowns and shirts are rolled and fixed well abo\e the Ie\el of the 
umbiljcus StocLings are worn in cold weather No diapers or 
other garments are worn about the abdomen or pehns vrbch 
might become urine soaked In males a wide flap of adhe<i\e 
la applied to the pubes so as to oserhang the peni> as a ‘nail 
apron The o\ erhanging part is prei ented from sticking to the 
skm bs folding it under upon itself or lining it with gutta percha 
or gauac Thia apron if kept «pread out presenb the unre 
from an erected penia from reaching the abdomen or bed-ro\fr 
InaUpediatncsuiger\ Ic«pecialls feartirinars mfiltrationof the 
sutures These patients «cl<lom «how po'topcratis e lUnet es and 
arepretts comfortable from the start Children are kept m bed 
twoweeks after which ties aregraduaUs allowed to go about and 
ma\ has e their full freedom b\ (heendof threeweeks The'iaall 
scars re~ijlting from the operation are not con picuoua (Fiz 20*' 
The pre«cnation of the na\el leaies a belter appearance of lie 
abdomen I recall onl> one infection which was superficial and 
did not interfere with the faiorable plastic result No umbilical 
hemis operated upon m the hcr-pital m the last tea %cars haie 
returned with a recurrence and there haie been no deaths 
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The anatomic diagnosis laj between metastatic carcinoma of 
the omentum arising from some primary focus at present 
unknoHTi or bo\ me tuberculosis The pearl necklace like char 
acter of the lesions and the youth of the patient only twenty 
sc\en years old made the surgeon more inclined to the diag 
no Is of a bci\ me tuberculosis rare as that lesion is 4s much 
omentum was pulled down as possible ligated and excised All 
the sac was excised and the neck of the sac sutured The 
wound was Swabbed out with 5 per cent carbobc and the usual 
Bassini closure performed without drainage ] 

If this be a metastatic carcinoma of the omentum it i» the 
first case which I hax e seen causing a hernial incarceration I 
cannot remember e^cr ha\mg run across the report of such a 
case in the literature Of course these cases must occur occa 
sionally but since they always end in fatalities the surgeon 
who observes them probably <loes not think of reporting them 
Clinically metastatic carcinoma of the peritoneum is about as 
frequent as peritoneal tuberculosis and there are plentx of 
reports in the literature of tuberculosis of hemial sacs Dr 
Victor Schrager^ of our Countv Hospital staff made a careful 
study of hcmial tuberculosis a few years ago m connection with 
a case of his osvn He found the httraturc on the subject 
already extensne 

A A Morobjew (m the Wratschebnaja Gas 1910 Nos 4 
3nd 5) reported 40 cases of tuberculosis of hernial sacs including 
S cases of his own In 15 of these cases the tuberculosis was 
Confined to the sac alone M Segre of Modena fCbnica Chirur 
gica December 1909) found 167 cases of hernial sac tubcrcu 
losis in the hleraturc and reported 2 additional cases of his own 
In 23 of these cases the tubercles were found only m the hernial 
sac 


The specimen that we ha\e here howexer (Fig 209) is not 
like the ordinary case of subacute or chronic miliary tuber 
culosis in a hernial sac The nodules are too large too white 
and too hard for anything except a process of considerable 
duration They ha\e no ten lenev to break down in the center 

“'chrager \ Surg Cyn asd Ob t voi u No i i9n 
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He has not been feeling quite so strong as usual, he tlimlit for 
about two weeks preceding the onset of his present troub’e. 
He has had occasional cramp-like pains across his lorrer abdo- 
men, not severe enou^ to double him up, for some time per 
haps a few months These cramps are usually relle^ ed b) 
bowel movement or passing gas No night sweats at any tme 
and no pam m chest or abdomen otherwise than has been men 
tioned 

COM MEN T S AND OPERATION 
We ha\ e to do here with an incarcerated hernia of some 
days’ duratioiL It is hard, tender and nodular, and so evidently 
contains omentum Since there has been no nausea or %-DimCing 
and no obstipation it is dear there is no obstruction of tie bowel 
The mdication for operatioD is double He has first an acute 
incarcerabon, which might readily lead to strangulation and 
should be operated m any event Besides that, Uie pam and 
discomfort are keepmg hm from working The nodular char 
acter and rather marked tenderness over the henna are s little 
umaual for the average of incarcerated henna but hard^ 
enough so to be striking The patient is a LttJetyTapaniticover 
the abdomen, but not much more so than we see octasio n aDya 
constipated individuals 

Temperature was 98” F onadinissiontothehoEpita],pul5e61 
and respiration 20 Systolic blood pressure was 116 diastolic 
74 Unne negative for albumm, sugar, or casts No white ctT 
count was made 

Operatios. — [The usual mguinal dissection was earned out 
The sac was exposed and opened. On opening it its content 
presented a striking picture Nothmg but omentum was pres- 
ent, but throughout it were numerous white, ghstenmg nodules 
^■aiymg m size from a pinhead to a cherry Some of the nodules 
■were adherent to the sac, thus explaining the irreducibility of 
the There were also nodules growing in the sac wall 

itself On pulling down the omentum as far as it would come 
it was seen to be studded with similar nodules Other nodules 
could be felt by the explonng fingers through the mtemal rmg 
as far on each side of the pentonea! cavity as the fingers could 
reach. 
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nodules clustering together that I have considered the possi- 
bility of this being a bovine tuberculosis (Perlsucht or ‘ pearl- 
disease ’ of the Germans) althou^ I have previously seen only 
one such case involving the penloneum But carcmoma of a 
hernial sac is a rare condition too, and this patient being only 
twenty seven years old and having had no previous symptoms 
suggestive of an abdominal neoplasm, only some loss of weight 
18 pounds and that duimg a period of severe physical exertion 
I am inclined to thml bovme tuberculosis about as likely a 
diagnosis of this gross specimea as peritoneal carcinoma 

Subsequent Course — ^Tbe patient made as uneventful a 
recovery as any uncomphcated mcarcerated hernia He ran no 
temperature at any time and had no postanesthetic vonutmg 
or gas-pams He left the hospital feehng completely recosered, 
as he said, on February 12th A complete physical examination 
was made of him without ehatmg the source of his primary 
growth What uas located however, was a Urge mass of 
Secondary nodules about half the size of a hst in the rectos esical 
pouch This mass pushed up the tngone and made a very sttik 
tng protrusion upward mto the bladder as seen m the cystoscopic 
examination earned out by Dr Harry Culver The bladder 
mucosa was mtact The rectal muoisa was not adherent to 
the mass, but there was suffiaent protrusion into the rectum, so 
that his constipation may be partly explamed on this ground, 
though, no doubt the generalized carcmomalous pentomtis is 
at least an equal factor in impainng the muscle tone of his 
bowel wall 

He dechned to stay for further * ray mvestigation and 
objected to having his stomach pumped out, because he said he 
felt perfectly well and wanted to go back to work 

Pathologist’s Report (Dr JohnNuzum) — The specimen con- 
sists of a portion of omentum composed of hard yellowish- 
white tumor nodules hanging m a bunch from the omentum and 
\arying m sue from a split pea to a walnut 

Miaoscopic examination Seebons through the \anous 
tumor nodules re\eal sharply orcuinscnbed islands of atypical 
epithelial cells without glandular arrangement These islands 
are walled off from one another by dense strands of connects e 
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either He an ordmaij tuberculoma and ha^e suipnsingh litUe 
tendeDC> to agglutinate with the adjacent structures or to maie 
peritoneal imtation It B beennse of these large pearh tehne 
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A CASE OF BICORNATE UTERUS COMPLICATED BY 
PARTIAL STRANGULATION OF AN OVARIAN CYST 

Summary Attacks of acute abdoausal pain assoaated mtli nausea and vomiting 
m a multiparous noman of tmoty-seven physical examination— laparotomy 
-supravaginal hysterectomy, jusufication for hysterectomy m present case 

The following case is presented to you in order to illustrate 
the importance of takmg into consideration the personal element 
as well as the pathology in determining the treatment in cases of 
abdominal pelvic surgery 

Mrs M C , age twenty seven, married eight jears, weight 
131 pounds 

Mother died of tuberculosis The patient was operated for 
hernia and enlarged cervical glands seven years ago For the 
past j ear has had severe pam in the right ingumal region which 
came on acutely and produced nausea and vomitmg Has had 
a number of these attacks which have lasted from one to three 
days 

Menstruation began at thirteen twenty eight day type dura 
tion four dajs, amount profuse Fifteen to sixteen napkins are 
soiled at each period The pam is severe and confines her to bed 
for one to three days 

There have been no pregnanaes no vaginal discharge, and 
no \esical sj-mptoms Her general health is otherwise quite 
good 

Phj’sical exammation shows a swelling on the left side of the 
neck about 2 by 4 inches m size 

Pelvic examination reveals a pelvic tumor 4 to 5 inches m 
diameter posterior and to the right of the uterus The uterus is 
647 
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tissue The stroma rather than the epithelial ceBs predcsa- 
nates throughout the sections 

Diagnosis Caraaoma simplex, metastatic in the cineatan. 

Comments — ^Tbere were no qiithehal pearls to be seen m tie 
sections, so it is probably not an epithehonu A pnnajj 
endothelioma of the penlonetnn may present a not 
picture both grossly and under the microscope, but ts a rare 
lesion and scarcely to be defizutely diagnosed without complete 
postmortem examination of all the organs in order to elunaate 
the possibihty of a primary focus elsewhere Caranoma of the 
stomach and carcinoma of the rectum are the conunon fortns of 
caranoma in the j*oung and since the proctoscope has cSminafed 
the latter poKibHity a pmnary neoplasm of the stomadi is tie 
next most hhely guess 

April 8 1918 The patient returned for observabiMJ, sjb« 
he has not been feeling quite well since Jeaviag the hospital 
He has been accepted by the draft examining beard, he toMise 
but I forgot to ask whether it was before or after h» operstKO 
that he was accepted If he goes into gerMct, Uncle Sam is 
IScely to lose some insurance tnone> besides h3\'mg an loi'sld 
on his hands for & tuac Of course if the patient apphe for 
erempuoa and tells his stoT> which can be i-mfied by car 
records it is impossible Uat he should be accepted I tned to 
get him to oatne back to the hospital for further 5tud>, but he 
made no definite promise 

If these metastases came froni a stomach caranoma wiicb 
IS probably the most likely source did they come by way of the 
lymphatics or by w ay of the free pentoneal ca«Q ’ Tbnr db- 
tributioa partly m the omentum and partly m the sac wall 
would speak m fai or of the latter route of spread A Japanese' 
some years ago when I was m Vienna published a careh^ 
histologic study of a case of extensive peritoneal carauomatosu 
and proied >eiy definitely that there was no lymphatic spread, 
that the pnmary tumor threw off cells mto the penfonealcaviO 
and that the route of metastasis »as erdusi%e!y akmg the 
peritoneal surface 

I jGsaBU, J lelw Ocaoe des metiaafiscfceo fUmaoms its Fcito- 
ceoEs, Smtoirt Anin’e rol e*w Pit ipo© 
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fully weighed The operative work is too often based entirely 
upon the pathology found The individual consideration of the 
patient is extremely important, as emphasized m this case If 
one were to determine the operation to be done in a case like this, 
the large uterus would be left and sbe would continue to suffer for 
years from dysmenorrhea and menorrhagia, which would mate- 
nally lessen her resistance to the disease found in the cervical 
glands, and leavmg the uterus would probably be of no benefit to 
her, as pregnancy is not likely to take place It is very question- 
able if pregnancy, if possible in a tubercular patient, is justifiable 
The probabibties of the neck glands bemg tubercular are increased 
by the family history of tuberculosis 

The question as to whether the amputation of the uterus 
should be high enough to preserve menstruation or low enough to 
stop It entirely is possibly debatable The opinion is entertained 
by some that the hfe of the ovary is shortened by the artificial 
menopause This would be an argument for the preservation of 
some menstruation Personally, I do not beheve that an arti 
fiaal menopause shortens the life of the ovary This opinion is 
based upon palpation of the ovanes of patients where an arti 
fiaal menopause has been produced relative to their size The 
amputation that leaves a moderate amount of the musculature 
of the body can he depended upon to preserve menstruation m a 
moderate degree 
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crowded forward and to the left and feeb about twice the nonttal 
size The left ovar> is palpable and normal 

Blood examination gnes a white count of 77S0andadiSerai 
tial count about no rmal. 

The diagnosis is cyst of the nght ovary with twsted pedicle. 
A (^'St IS diagnosed, as the tumor and uterus move mdependmtfy 
of each other on conjomed palpahon. The acute inteimttait 
p ains which came on suddenly and which produced nausea are 
characteristic of twisted pedicle 

The uterus probably contains a small fibroid as there seaas 
to be no thin g else to account for the increased size The uterus 
is unifonnly of the same consistency, and no fibroid nodule is 
palpable 

Operation reveals an o\-anan cyst with twisted pedicle and a 
bicomate uterus The twist was not sufBaent to materially 
affect the nutrition of the tumor, consequently the absence cl 
febnle disturbance and of symptoms of pelvic pentoiutis The 
uterus IS about one and one-half times normal size due to the 
congemtal malformation The appendix is very long, contains 
some conaetions and shows some chronic changes 

Judgment as to what should be done is an important feature 
m this case. The tumor, of oouise, should be removed and the 
left ovary should not be removed on account of the influence 
of the mtemal secretions from the ovary, especially in s woman 
of her age We beheve that a supravaginal hysterectomy shoul 
be made, and be made high enough to preserve a moderate 
amount of menstrual flow The reasons are 

1 She has sev ere dysmenoirbea 

2 She has excessive menstruation. 

3 She IS probably tubercular 

4 The probabihties of pregnancy are not good as she has 
been mamrf eight years and has never been pregnant 

5 Thereisalsothepossibili^tliatthecervncalglandsinaybe 

malignant 

TVe are firmly convinced that judgment m the case of pemc 
abdommal surgery is extremely important, and that frequent!} all 
the factors which should enter into consideration are not care- 



SYPHILIS WH EXUDATES IN THE UTERUS, OVARIES, 
FALLOPIAN TUBES, AND LIVER 

Summary Syphilis of uterus a rare condition pathology found at operation 
response to specific tteatment 

This case is presented as the pathology found is espeaally 
interesting and as such cases are extremely uncommon m the 
literature Dr Emil Ries is authority for the statement that 
there is no authentic case m the hterature of syphilis of the uterus 
This IS the most positive case that I have seen although I have 
had a lew cases of pelvic exudates which 1 bad considered sj^phil 
itic and which disappeared after the use of sypblitic remedies 
Mrs H C , age twenty five weight 130 pounds — three years 
ago weighed 165 pounds 

Family history and past illnesses negative 
Present illness is loss of strength and utenne hemorrhage She 
never feels well although she has very few definite disturbances 
Her health has been failing for three years 

Menstruations have become profuse and gradually lengthened, 
and she has now been bleedmg for four weeks The last three 
menstruations ha>e been of three or four weeks’ duration 
She has had a small amount of white vagmal discharge for many 
Jears No vesical symptoms 

Bowels constipated at times Appetite good Sleeps poorly 
She IS separated from her husband and she says he had sjphilis 
Physical Exammafioc — ^Abdominal exammation is negative 
Pehtc Examinchcn — There are no signs of infection about the 
urethra vagina or cervix Tbeutcrusismretroposition one and 
a half to two times larger than normal and is somewhat fixed 
It IS impossible to reposit the uterus The uterme appendages 
may be slightly thickened but there is no distinct mass m the 
region of either o\ary or tube She has ver> little increased 
pelvic tenderness 

The \\ assermann reaction is positive 

6si 
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the adhesions producing a recurrence of the displacement and it 
would be undesirable for her to bear qphihtic children 

An interesting feature is that there should be so much pathol 
ogy with so few symptoms She does manicure work as a pro- 
fession and has not been obliged to give up work at any time 
The pelvic adhesions have produced very few symptoms, as the 
pelvic symptoms have been almost entirely excessive menstrua 
tion The hver adhesions have produced no symptoms 

There was no miaoscopic examination made for spirochetes 
m the tissue and the sections were consistent with the tissue bemg 
syphihtic. 

Postscript — Recovery from the operation was uneventful, 
except there was shght bleeding from the edge of the abdominal 
wound, probably the result of the dimimshed coagulabibty of the 
blood due to syphilis The amount of hemorrhage, however, was 
not sufBaent to require any speaal treatment 

Inunctions of mercury were commenced soon after the opera 
tion and when she went home at the end of three weeks her 
general condition was much better than before the operation due 
probably to the bene&aal effect 0! mercury 
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AMomujal «ectioti leveals (ic uterus displaced badirsrd iii 
finnl) adherent. The penlooeal con ering ot the utenis is «Tib* 
acutely inflamed and has somewhat the appearance of bUsUn 
ONcr Uie entire surface except where adherent None of tie 
pentoacum of the uterus is nonnal Adhesions inN-ohe the 
uterus both o\-anes and tubes the postenor surfaces of tie broad 
hgaments the sigmoid ttro or three loops of the «inall inlestoe 
and the omentuza They arc thin and mcmhtanocs in tjpe 
There is n erj Uttle cellular indltiatioo and no pus Both tubes 
baN'e no pathologj except the small amount produced by these 
membranous adhesions The adhesions are not cas2y separated 
It IS necessary to damp and tie some of them before cultm| in 
order to be certain not to injure adherent loops of bowel Tiff# 
are no enlarged glands found in the abdomen It js espeodb!' 
interesting that there are no enlarged meseaienc glands as oee 
would expect 

The appendix shows a moderate amount of direnjccatanhil 
changes The gallbladder !» negame The anterior surfse* 
of the hser is adherent to the panetal penioneum. These ad 
besioQS seem to eo\ef the enure anterior surface of the bier 
It IS howcN er impossible accurately to \ enfy the extent of 
adherent surfaces as it u undesirable to breal any of tie ad- 
hesions Gall bladder is norua) on palpation. 

She g3\-e no history of aON pnmary or secondary sytnptoos 
except she has had some sore throat which was probably 
syphilitic 

The operation consists in tbe excision of both tubes the body 
of the uterus and tbe appendix 

This case illustrates the importance of ulmg into considera 
tion the personal element m determining tbe operali' e work to be 
done It would be cmnparatiNeh easN to sborten up the iga 
ments and keep tins uterus in position to free the tubes and le3« 
them as they are not doeed and all the indications are to leave 
the ON'anes This we behe\e bad surgical judgment as the 
amount of denuded penioneum is large and w ould result m mote 
adhesions The Uterus is sy-yihihuc and she probably wodd 
continue to menorrhagia There u guJd be much danger rf 
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DEMONSTRATION AND DISCUSSION OF CERTAIN SUR- 
GICAL AFFECTIONS OF THE NOSE, THROAT, AND EAR 

Case I Acute laastoid infection with tweUiag appcaruig beneath the mastoid in 
the soft tissues of the neck — the Bezold abscess 
Case II Acute otitis media in a child, with abscess forming beneath and behind 
theeai 

Case III Chrome suppurative outis media with protrusion of polyp* through a 
fistula from the antrum through the upper ^stenor wall of the estemal 
meatus 

Case IV Chrome suppurative otitia media complicated by an scute mastoid 
abscess— significance of marginal perforation of the drum membrane 
Case V Serous labyrinthitis Technic of exaimnaiioa of the labyrinth The 
fistula reaction Indications for operation 
Case VI Efflp>ema of the cnuziltary sinus 

Case Vn Abscess of the sphenoid sinus hfethods of diagnosis Operabon— 
surgical anatomy of the sinus— route of approach 
Case NTH Chronic empyema of the maxiUary sinus operation, set ere bemoi 
rhage, packing, systemic lofection, and thrombosis 
Case DC. Frontal smus mfection — comparative value of transdlumsnntion and 
skiagraphy 

Case X Chrome abscess in the tonsil fossa foDowing operation for enucleation of 
the tonsils Cause of persistent mfection following tonsillectomy 
Case XI Singer nodule on the vocal cord 
CaseXn Caranoma developing on the true >ocU cord 
Case XIII Cystic fibroma of the nasopbatynz 

CASE I. ACOTE MASTOID INFECnON WITH SWELLING APPEAR- 
ING BENEATH THE MASTOID IN THE SOFT TISSUES OF THE 
NECK— THE BEZOLD ABSCESS 

Tire case is that of a Mrs D , age fifty four, ti ho developed, 
the latter part of August, 1917, acute otitis media m the right 
ear At the onset of the trouble she suffered some from pain 
o\er the mastoid, but this apparently subsided soon after the 
ear began to discharge, and for six weeks the patient was free 
fiss 
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relief of the discomfort v,hich \ias caused by the swelling devel 
oping below the mastoid Whai I first saw her the patient 
objected very strongly to any operation, but ten days later 
returned and was quite wiUmg to be operated 

In exposing the mastoid process we discovered a small 
fistula m the outer cortex near the tip, from which pus was 
oozmg In deanmg out the mastoid process we noted that there 
were very few pneumatic spares m the upper half of the process, 
and at the tip there were only two or three moderate sized cells 
These were filled with pus, but there was no very distmct soft- 
emng of the bone The small size of the suppuratmg spaces at 
the tip of the mastoid suggested at once that the mam source 
for the profuse discharge of pus from the external canal must 
have been from some other focus The fact that the patient 
showed no evidences of any comphcation except a swellmg m the 
neck excluded the probabihty of an extradural abscess, so I 
directed my attention to the region in the neighborhood of the 
mastoid tip After a litUe patience I discovered an opening 
which led from the mastoid into a ceil lying internal to the digas 
tic groove Here a rather large cell was entered, which was 
filled with pus This was cuieted out carefully, and the open 
mg mto the mastoid process proper was enlarged by the use of 
the curet In dressing the wound care was taken that the gauze 
strip was passed mto this deeper lymg cell 

The presence of these large spaces which sometunes he m- 
temal to the digastric groove should alw ays be kept m mmd m 
operatmg upon the mastoid It is a region where exploratory 
work cannot he readily earned out masmuch as these spaces he 
deeper than the facial nerve, and careless operatmg might very 
readily result in the severmg of this important structure To 
explore extensively this region as a routme m mastoid opera- 
tions IS of course, not justified, and it is only m just such cases 
^ the one here reported where the profuse discharge from the 
external canal can hardly he accoimted for from conditions dis 
co'ered m the mastoid process itself, that one is justified m 
extetidmg the operation to an exploration of this region 

1 have some very mterestmg anatomic preparations showmg 
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from symptoms except the aMioyance of profuse pundent dis- 
charge {tom the ear Six weeks after the ooset of the ear 
trouble the discharge suddenly ceased A couple of daj-s later 
she began to be annexed by swcUiQg and discomfort loaUd 
below the mastoid and along the hac of the slcmomastoid 
tnusde extending around m the region of the parotid 

I saw the patient for the first tune soon after this de%eloped. 
There was no tenderness whatever over the mastoid except at 
the tip and this did not seem to be very marked. The swellag 
below the mastoid was very hard and resembled the coaditwa 
which one meets with 10 cases of malignant tumor la this regioa 
The patient had a temperature of 100“ F and a leukocyte count 
of 12 000 The external canal was quite dry but the dnao 
membrane still showed evidences of the protracted acute sup- 
puration The de\ elcpment of the local symptoms m the oed 
shortly after the cessation of the discharge suggested very 
strongly a pcriotatiou of a mastoid abscess Early otologjsu 
had observed the phenomenon where the cessation of a discharge 
from the ear was (oUoned in a very short tune by the devefop* 
meat of senous uitracraniai s)Tnptoms and had drawn the coa 
elusion that it was a barmlul thmg to check a nmnmg ear as 
the checking of the discharge might lead to fatal cotnphatioas. 
As a matter of fact the cessation of the diicharge in such cases 
takes place as the result of 1 he perforation of a mastoid abscess 
If this perforation takes place externally aU well and good 
there develops a local abscess in the neck or over the nustod 
If the perforation takes place internally the onset of severe 
sjmptoins heralds the onset of an mtraaanial compilation 
ejther meningitis smus thrombosis or brain abscess any one of 
which of course is very apt to end fatally In such cases the 
disappearance of the discharge from the external meatus is 
usuaUy only a temporary cme after a few davs the discharge 
usually returns and becomes quite as profuse as before In 
case which I am discussmg the disappearance of the discharge 
from the external canal lasted for the larger part of a week 
when large quantities of pus began to appear in the external 
canal This did not seem to be associated m any way with 
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relief of the discomfort which was caused by the swelling de\el 
oping below the mastoid When I first saw her the patient 
objected very strongly to any operation, but ten days later 
returned and was quite willing to be operated 

In exposmg the mastoid process we discovered a small 
fistula m the outer cortex near the tip, from which pus was 
oozing In cleanmg out the mastoid process we noted that there 
were very few pneumatic spaces m the upper half of the process, 
and at the tip there were only two or three moderate sized ceUs 
These were filled with pus, but there was no very distinct soft 
cnmg of the bone The small size of the suppuratmg spaces at 
the bp of the mastoid suggested at once that the mam source 
for the profuse discharge of pus from the external canal must 
have been from some other focus The fact that the patient 
showed no evidences of any compbcation except a swelhng m the 
neck excluded the probability of an extradural abscess, so I 
directed my attention to the region in the neighborhood of the 
mastoid tip After a httle pabence I discovered an opening 
which led from the mastoid into a cell lying mtemal to the digas 
be groove Here a rather large cell was entered, which was 
filled With pus This was cureted out carefully, and the open 
mg into the mastoid process proper was enlarged by the use of 
the curet In dressing the wound care was taken that the gauze 
Sbip Was passed into this deeper lying cell 

The presence of these large spaces which sometimes he in- 
ternal to the digastric groove should always be kept in mind in 
operating upon the mastoid It is a region where exploratory 
work cannot be readily earned out inasmuch as these spaces he 
deeper than the faaal nerve, and careless operating might very 
readily result in the severing of this important structure To 
explore extensively this region as a routine m mastoid opera 
bons IS of course, not justified, and it is only m just such cases 
as the one here reported wlirae the profuse discharge from the 
external canal can hardly be accounted for from conditions dis 
covered in the mastoid process itsdf, that one is justified m 
extending the operabon to an exploration of region 

I have some verymteresting anatomic preparations showing 

VOL. »— 4* 
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these bige cells ■which lie mlemal to the digastic giwe. Ok 
of these prepatations is shown in Ftg. 210. Aa iBlection of ose 
of these deep-ljiDg cells may, of coarse, take place iadepeodect 
of any acute infection of the celb which may lie at the bp tie 
mastoid, and under these circumstances the diagnosis would be 
extremely diffi cult, especially because nothing will be shown <n «f 
the external surface of the mastmd. VtTien the iafecb'oa in cct 
of these cells breaks through externally no sj-mptoas appear 
m'cr the mastojd, but a sweDing develops somewhere ia the aed, 
the reason being that the pus is confined beneath the deep 



fjg JJO— Section thfotuh ih' na*to<l vfcoB Vote the Urje poaBBUtft^ 
l)io> ifltctn^ to iL« <Iig«tnc pwe 

f&soa of the neck Tbi.* conditioo is what is conunonft* caflsJ 
the Bezold tj'pe of mastoiditis 

I operated on a case a tea Nears ago for acute mastoid 
abscess The case was that of an adult of fifty The operatwo 
itself included a removal of the entire tip and a complete tiesr 
teratioa of the mastoid process ITie mastoid cavnty closed 
promptly, but the patient persisted m complaining of 
indefinitely located in the region of the effected mastoid Tl^ 
kept up with I aiying sev ent> for a full month after the nasimd 
wound had entirely healed The jutjtnt showed only an appw- 
cable nse m lemperatme it was normal pari of the 
and only oassioaoVy wosdd « nse- ^13 aiwve P9» F 
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leukocyte count was also scarcely above what could be consid 
ered a nonnal condition, yet the patient complained bitterly of 
the pain Careful neurologic examination disclosed no evidence 
of intracranial trouble We were inclined to consider the 
patient a neurasthenic It was not until fully a month after the 
healing of the mastoid when we detected the beginning of a 
swelling in the neck, apparently commg from the deep tissues 
and about midway between the clavicle and the tip of the 
mastoid After this swelling became qiute distinct we made an 
mcision through the skm and wnth dull forceps burrowfed deep 
in the tissues of the neck, finally opening mto a deep-seated 
cervical abscess, the opening of which entirely relieved the 
patient from his suffering It was necessary to wear a rubber 
tube dram for several weeks before the pus stopped dischargmg 
Here was another case where a deep seated pneumatic space 
outside the usual confines of the mastoid process itself was the 
seat of mfectioQ and in which the exenteration of the mastoid 
failed to discover this focus The pus finally broke into the 
tissues of the neck under the deep cervical fasoa and under 
the stemomastoid muscle and appeared as a swelling low dowm 
in the neck Nothing appeared m the region of the mastoid 
process itself Of course, neither x rays nor any other method 
of examination can help us very much m this sort of a situation 

CASE n. OTmS media in a child ■with abscess forming 
BENEATH AND BEHIND THE EAR 

This child aged fourteen months, was referred to me m 
February, 1918, because of a supposed mastoid abscess The 
child had been suffering from severe acute otitis media m both 
ears for two weeks The swellmg beneath the ear had made its 
appearance two days before he was sent to me Examination 
disclosed a profuse purulent discharge from both ears The 
membrane linmg the external meatus was the seat of a severe 
otitis externa On one side a swellmg about the size of a hazel 
nut appeared below and back of the aunde just below the 
region of the mastoid This sw elling resembled, both in its 
location and appearance, the mfiltration described in the case 


66o 


GEOKGE £ SHAUBAT7CH 


just reported and as in this case there were no changes whjt 
ever m the region of the mastoid itself 

A knowledge of the anatomy of the temporal bone at this 
age excluded at once the possDiihty of a Bezold mastoiditis such 
as was found in the prc\nous case The diagnosis of an infected 
l3Taph gland was made Hot bone aod dressings were applied 
for a couple of daj’s and when the gland had undergone com 
plete softening a small inasion was made through the overlymg 
skin and the contents of the suppuratmg gland remoi-ed with 
a curet The child made a prompt rccos'ery 

Swellmg over the mastoid de\ elops quite readily m acute 
otitis media in a child of this age but tins swelling is alwajs 
located more abo^e and back of the aunde and ne%er below as 
in this case The reason for this location of a mastoid infiltra 
tion in a j oung chfld is as follows There are no maste d tdls 
in an infant the antrum bemg the on]> pneumatic space bach 
of the tj-mpanum and this ca\ity is plac^ abo%e and back of 
the attachment of the auncle There is no mastoid process 
For this reason it is of course not possible for a mastoid abscess 
to rupture and form a swelling as m this case below the auncle 
A suture between the squamous and petrous parts of the tea 
poral bone passes through the outer wall of the antrum In * 
3'oung child this suture is stdl <^n and blood % essel communica 
tions extend between the membrane lining the antrum and 
periosteum over the region of the antrum An acute otitis 
media in an infant readily causes a swellmg back of the ear 
When such a swelling develops before the drainage through the 
drum membrane has been established too much importance need 
not be attached to the sj-mptom since as a rule the swelling 
will subside spontaneously after the drum membrane has been 
opened and drainage from the tympanum established- WhEH ^ 
subpenosteal abscess develops back of the ear the condition 
does not require the extensive mastoid operation that is required 
in an adult In many cases the condition heals readil) after 
a simple I\’ild masion that is an mosion through the 
swelling cutting through the penosteum Such an incs on m 
an infant accomplishes the same object as the openmg of the 
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antrum in the adult smce with the more or less patulous petto- 
squamosal suture desCTibed above the Wild mcision drams the 
o:dy pneumatic space back ol the ear, the antrum In not a 
feu cases houevet, the bony covermg of the antrum has imder 
gone softemng or has e%en developed a sequestrum In such 
cases the Wild incision will not suffice but it must be followed 
by a careful removal of the diseased bone by means of a sharp 
curet The difference between the anatomy of the temporal 
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Fig 211 —-TcmporsLl bone ol aoewbora cbklU Note the patulent petresqua 
mosal suture *h ch permits of infect on from the antrum eMend ng d recUy to the 
penosteutn over to the temporal bone Note also the absence of a bony eitemal 
meatus and the relat on of the open ngof the canal for the fac al ner\e just below 
and back of the tympanic cavity 


bone of an infant and that of an adult must be kept m mmd else 
one may cause irreparable injury by an operation m this region 
in a young child There is in the first place no bony external 
meatus the membranous canal bemg attached to a rim of bone 
to which the drum membrane is also attached and which is 
called tjTnpanic bone In the second place the faaal nerve 
does not escape from the bone beneath the tip of the mastoid 
process as m the adult for the simple reason that there is no 
mastoid process m an infant The opening for the nerve is on 
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the outer wall of the temporal boae at the lower postenor angle 
of the external meatus An inasion ov er this region might eaiih 
sever the facial nerve (Fig 211) 

CASEm. CHRONIC SUPPDRATIVEOTnTSI.IEDIA'WiniPRCiTXU 

SIOJ7 OF POLYPS raSODCH A FISTULA FROM TH E MITF V3 

THROUGH THE UPPER POSTERIOR VALL OF THE EmSRtt 

MEATUS 

The case is that of a child aged nine, who was brought to me 
in February, 1918, with a history that she had had a diromc 
dischargmg right ear for the last two years On exammmg lie 
case I found that the fundus of the meatus was filled with 
granulations There was only a moderate amount of discharge 
from the ear, but was of a distmctly purulent character 
and had a very offensive odor The symptoms were unmis- 
talably those of a process which was invading the bone I gave 
instructions to hav e the ear irrigated twice a day and a «c!ation 
of bone aad in alcohol dropped m the ear, and ashed them to 
return in a weeL’s time, and for the father to come with the 
fhild in order that I might have an opportunit) of eiplaming 
the situation and getting his consent to the necessary operatioB. 
Ten days later the chfld was brought to my office and appeared 
quite ilL I found that she had a temperature of 103® F andhad 
been compLvimng of a great deal of headache, which was not 
restricted to the region of the ear especially but was confined 
to the right side of the bead Examination of the ear disclosed 
no alteration m the condition which I had previously seen. 
The patient was put m the hospital and a more exhaustive 
examination made The urme was found to be normal there 
was a leukocytosis of 14 000 the child had a distinct congestion 
ov er the faucial tonsils indicabng a shght attack of tonsillitja 
but we found nothing further m the eiaminabons to account for 
the temperature except the conditions in the ear A few days 
later the patients temperature had largely disappeared— she 
still had 9^ F The headadies had practically gone and she 
felt in every way very much miproved Examination at this 
time disclosed a mass of polyps which had broken through the 
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upper posterior wall o£ the canal and blocked up the external 
meatus These granulations had broken through from the 
antrum and apparently the nse m temperature was due to the 
retention of pus behmd these granulations With the formation 
of an opemng into the external canal and the protrusion of the 
poljps the pam nas relieved and the escape of pus was followed 
by a drop in the temperature Two days later a radical mastoid 
operation was performed A cholesteatoma was found filling 
the attic aditus, and antrum No remnant of the ossicles 
could be discovered 

The location of the antrum is above and posterior to the 
external meatus It does not he as deep as does the tympanum, 
but is placed out along the external canal In cases of acute 
otitis media with severe reaction m a mastoid process it is not 
uncommon for a periostitis to develop m the membrane lining 
the external meatus directly over the region of the antrum 
This periostitis will produce a sinking of the upper postenor wall 
of the bony canal just external to the attachment of the mem 
brana tympam The significance of such a swelling m the 
external meatus 13 exactly the same as that of a periostitis over 
the surface of the mastoid process bade of the ear The pres 
ence of such an infiltration is a well recognized indication for a 
mastoid operation even though there may be no changes over 
the outer surface of the mastoid process In such cases if the 
patient refuses to have the mastoid deaned out a fistula forms 
Sooner or later m the upper postenor wall of the bony meatus, 
allowing the pus to escape from the mastoid abscess into the 
external canal I have seen this occur m several cases The 
end result will be the same as when a neglected mastoid abscess 
^Ilowed to break ox er the outer surface of the mastoid process 

ere will be a more or less prolonged discharge of pus which 
may either finally dear up with the dosure of the fistula or it 
may e indefinitely prolonged the process hemg kept up because 
of the presence of dead bone m the mastoid 

f we could be sure that every case of acute abscess formation 
m e mastoid would break external^ either by perforatmg the 
upper postenor wall of the external meatus or the outer surface 
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of the mastoid process the pr<^osis of acute mastoiditis would 
be much more favorable than it is in reality As a matter of 
fact the same proass of softening of the temporal bone wbdi 
permits of external rupture of the mastoid abscess ma) just as 
readily lead to a rupture internal]) mth the development of an 
intracranial comphcation sudi as sinus thrombosis meningitis 
or brain abscess Such complications v erj often lead to a fetal 
termination. 

In cases of chrome otitis media it is less common for sjinp- 
toms to develop along the upper posterior vpall of the external 
meatus just as it is more uncommon for symptoms to develop 
over the outer surfaa of the mastoid process The reason B 
that m chrome oUtis media by a process of osteoscleroSB * 
hardening of the shell of the mastoid takes plaa which makes 
it quite dlfBcult for the disease to make its appearance through 
an external opemng I have seen chronic mastoiditis result n 
a rupture through the external meatus in very few cases Tie 
development has always been heralded by the presence of rather 
persistent severe pam and has been followed b> the protnsiou 
of a mass of granulations into the external meatus The under 
lying pathologic process going on m the mastoid process which 
has led to the erosion of the bony wall has m the cases observed 
by me alwa)"? been the existena of a cholesteatoma 

It IS possible for a chrome mastoiditis with cholesteatoma 
formation to result in what amounts to a practical spontaneous 
cure through the development of a fistulous openmg into the 
external meatus which penmts of a spontaneous extrusion of the 
cholesteatomatous masses WTicre this spontaneous openmg b 
large enough to pennit eventually after the cholesteatoma has 
been evacuated of the more or less free v entilalion of the di>' 
eased cavit> the activity of the cholesteatoma becomes verj 
much diminished that is the process of erosion of the bony walls 
as a result of the pressure from the cholesteatoma fonnauon 
disappears I have «eeii a number of just such cases where 
there is no necessity for any c^ieiative interference because there 
IS takmg place spontaneously the development of a situaUon 
quite similai to that which resulU from the radical mastoid 
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operabon Oa the other haod, a choJesteatoma which has 
resulted in a rupture m the external canal m which the canal 
remains filled with granulations whidi interfere with the escape 
of the cholesteatoma requires the radical mastoid operation 
An mterestmg complication occasionally presents itself m 
these cases If the hearmg m the opposite ear is very poor and 
the patient rehes largely upon the affected ear for hearing, one 
has to be very cautious about performmg a radical mastoid 
operation, inasmuch as this operation is not infrequently fol 
lowed by very distmct lowermg of the hearmg function In 



Fig 212 — Section through mastoid process and external auditory canal show 
mg relation of the tympanic antrum as it bes above and postenor to the external 
auditory meatus A pneumatic mastod process with large cells lying along the 
periphery and especially at the tip of the mastoid 


cases where the operation for the relief of an active choJesteato 
matous process becomes imperative, and where the patient rehes 
upon the affected ear for heanng I have adopted a modified 
form of operation one which removes the upper posterior waU 
of the canal as far down as the attachment of the drum mem 
brane, but which docs not disturb the structures in the tym 
panic canty The plastic operation in the membranous ex 
temal meatus is earned out exactly as after a complete radical 
mastoid The end results of this modified radical mastoid is 
bj no means as satisfactory as where the complete operation 
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IS perfonned There is likely to be a persistcBce of discharge 
e\en after the operatioa, e\ea though the operation lUelf has 
eliminated the most dangerous element, namelj , the erosion of 
the bonj walls of the antrum There is not infrequentli a 
persistence of discharge after a complete radical mastoid opera 
tion, the discharge being due to a patulous eustachian tube with 
a persistent or recurring infection as the result of a tubal atarrL 
No one takes this sort of situation seriously It is not an ele- 
ment of danger, and docs not ha\e the significance which a 
chronic running ear had before the mastoid operation el i a u n atcd 
the diseased process from the attic, aditus and antrum. The 
persistence of moisture through a patulous eustachian tube is 
not an element of danger, and is, on the whole of iTiy Lttle 
anno}'ance to the patient (Fig 212) 

CASE IV CHROrnC SUPPURATIVE OTITIS KEDU COMPUCATED 

BY APT ACUTE MASTOID ABSCESS-SIGRinOAPfCE OF PIAR 

GIRAL PEPPORATIOITS OF THE DRUM MEMBRANE 

This case is that of a joungman twenty fi%e >eaisold with 
a histoij of a chrome purulent discharge from the right ear 
datmg from chddhood The patient consulted me March 5 
1918 There had been times when the external c%ndence of ds* 
charge disappeared for a longer or shorter penod, but for «e^ end 
jears there had been a persistent discharge On se^e^aI oca 
sions pol)!) masses had been remm cd from the external canah 
For two weeks before consulting me the patient had been suffer 
mg from very se\ ere pain o\ er the nght side of the head At 
tunes only was the pain localized over the region of the mastoid 
The phj-sioan m charge stated that he had nwer detected anj 
e!e\’ation in temperature nor any symptoms indiating anj 
trouble other than that in the ear 

An examination disclosed no external eMdence of trouble 
ON-er the mastoid process The region o\er the mastoid on one 
side did not show anj more tenderness on pressure than that 
on the other side In the external canal there was a distinct!) 
purulent discharge with an offensne odor The perforation m 
the dnun membrane was located m the lower posterior quad 
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rant was marginal m character and the region about the open 
mg was the seat of small granulatjons 

Margmal perforations are usually found m the upper pos- 
terior segment or m Shrapnells membrane It is unusual to 
to find such a perforation in either the lower posterior quadrant 
of the membrana tympam or m the lower anterior quadrant 
The significance of a marginal perforation espeaally when there 
IS present an offensive discharge even though this discharge may 
be very sbght is always an unfavorable sign The reasons for 
the serious significance of a marginal perforation are these 
In the first place a marginal perforation means an eros on of 
the adjacent bony structure a condition that quite frequently 
IS associated with an erosion deeper m the mastoid^-a condition 
in other words which has m it distmct elements of danger from 
a possible intraaaiual complication In the second place a 
margmal perforation seems to be a necessary factor in the 
development of the most senous type of chronic otitis media 
that IS the type where a diolesteatoma formation exists A 
cholesteatoma is formed by the mvasion of the middle ear 
chambers from the skm Immg the external canal This skin 
when subjected to the conditions existing xn the middle ear 
chambers espeaally the presence of moisture and a lack of 
ventilation begms to exfohate and eventually fills these cavities 
with a mass which we call the cholesteatoma Now the inva 
Sion of the middle ear chambers by the epidermis from the 
external canal never takes place through a central perforation 
no matter how large this perforation may be The mvasion 
apparently can take place only over the region which is pre 
pared that is flattened out the erosion of a marginal per 
foration Such marginal perforations as stated above are 
located usually m the upper postenoc quadrant or m Shrapnell s 
membrane I have seen a small marginal perforation m the 
anterior lower quadrant which led to the formation of a choles 
teatoma back m the antrum 

In the case reported here the perforation was small it was 
margmal and there was present an offensive odor to the dis 
charge as well as granulations the combmation of s>Tnptoms 
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which points to n diseased proass which is invading the boce— 
a process, m other words, that is not free from a poss3>k dm 
gerous comphcation, and, therefore, one whidi as a rule req-^ 
the radical mastoid operation. A probe introduced throu^ the 
perforation led to a fistulous passage eitendmg directly bad 
ward toward the mastoid This fistulous passage appeared to 
be distinctly deeper than the canal for the facial nen e, srhid at 
the le\ el of the floor of the tympanum hes se% eral mHumeters 
external to the internal wall of the ^mpanum, that la out along 
the external meatus 

Because of the bistoT} of seiere pain the case was operated 
that same day The outer «bell of the mastoid was sclerosed 
and thickened just as wc expect to find it in long-standing 
otitis media There were no pceumatic cells encountered anj 
where in the mastoid In the lower part of the process we 
uncovered an ab«CESS cavu^ the siae of a small hazclout, looted 
verj deep and apparently connecting with the ^mpanun 
through the fistulous passage described above which opened in 
the marginal perforation m the lower postenor quadrant of the 
drum membrane The bone l>ing between the absesss canty 
and the antrum a distance of } to * inch showed no evidence 
of disease The wall, of the ahsoss evity were diatmctly 
softened An examination of the hearing bad disclosed the fact 
that the patient had scarcely an> bearing m the right car, whUe 
the left ear was noimaL For this reason we did not hesitate to 
perform a complete radical mastoid operation whidi meant the 
exenteration of the attic and tympanum as well as the m^stOKi 
The ndge for the facial nerve was carefully preserv ed although 
as stat^ above the opening from the tympanum into the 
mastoid abscess appeared to pass deeper than the facial canal 
Onlj at one time during the operation did there appear to be a 
possible twitching of the faciaL This was when a blunt probe 
was mtroduced into the opening in the floor of the tympanuo- 
There was a good deal of oozmg when the operation was con 
pleted, and for this reason the tampon m the external canal was 
placed rather finnJ) ^^’hen the patient was seen a couple of 
hours after the operation he had already come out from under 
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the anesthesia and there xias no suggestion of lack of function 
m the faaal nerve The next morning however a distinct but 
not complete paresis of this nerve was present Behevmg that 
the pressure of the tampon may have had something to do with 
this the packing was removed and a looser pack inserted 

It IS now hut one week since the operation and the action 
of the faaal nerve remains apparently the same as on the day 
foUowmg the operation It is not a complete paralysis 

I have seen several cases where a partial (in one case a com 
plete) paresis of the faoal nerve followed a day or two subsc 
quent to the operation and my impression is that the packing 
or the inflammatory reaction following the operation has been 
the cause In none of these cases has the paralysis been per 
manent It disappears as a rule much more readily than where 
the nerve has been severed during an operation The longest 
case was where the paralysis existed for about six weeks before 
it had disappeared to the extent that no deformity could be 
noticed In one case development of the paralysis took place 
several days after the operation and followed m a few hours 
after a repacking which had been earned out by the mtern in 
order to control what appeared to be rather severe bleedmg 
1 have also seen faaal paralysis develop subsequent to a 
mastoid operation which was caused by acute infection in the 
soft tissues of the neck just below the mastoid This paraly sis 
also disappeared spontaneously after the subsidence of the m 
flammatory infiltration 

CASEV SEROUS LABYRINTHmS 
Sirs T aged forty consulted me first in September 1913 
when she was brought to the Presbyterian Hospital complain 
ing of extreme vertigo nausea and vomiting which had de- 
veloped ten days previous 

She gave a history of a discharge from the left ear of twelve 
years duration The discharge had never been very great in 
amount and had caused her no special annoyance She did 
not think that she had been able to hear for some time in the 
affected ear The development of vertigo and nausea was 
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assomted nith distinct sensations of stuffiness in the afected 
ear The patient had distinct rotary nystagmus directed torard 
the normal side ^\’hen seen by me the nj'stagmus was only 
present when the ej es were turned toward the normal ade, and 
disappeared entirely when they w ere turned to the affected side 
Examination of the ear disclosed a perforation m the upper 
posterior margin of the membrana tympanu A mass of granola 
tions protruded from the opening There was sery httle offen 
si\e odor to the discharge In testmg the function of heannf 
the right ear was normal, but the whispered \oice could not be 
heard m the left ear Of course, when one whispered scry 
loudly close to the ear, even with the right ear closed, the patient 
could hear, but that this heanng came through the normal ear 
was readily demonstrated by ha\mg her close the left ear as 
well, when it was found that the whispered s oice was beard just 
as distinctly as nhen the left ear was left open. The tuning 
fork applied to the median line of the head always lateraltzed 
toward the affected side This reaction m the Weber test is 
the characteristic reaction of a deafness caused by ebstnictioa 
in the sound-conductmg mechanism. In labyrinthine deafness 
in one ear, especially when it is not associated with marked 
tmddle-ear trouble, the tuning fork is usually Uterahaed toward 
the normal side 

A very interesting and significant finding in the functional 
tests was that the bearing was not entirely gone in the affected 
car The a‘ tunmg fork could be distmctly beard in the affected 
ear The c* tuning fork was also still heard, but 1 ery indis- 
tinctly in the affected ear 

The tests were made to ascertain whether a fistula bad formed 
into the labyrinth Such fistula; are not uncommon in cases of 
chronic suppuration and are often present m cases where laby 
nnlhitts develops secondary to chronic middle-ear suppuration- 
Compressiofl of the air in the external canal will, in the presence 
of a fistula in the labynnth, usually suffice to produce enough 
mouon m the cndolymph to set up very charactensUc responses 
— dcNelopment of vertigo and nysUgmus A fistula usually 
forms m the bonzontal canal where this hes exposed in the floor 
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of the antnim By the compression of air m the external canal 
sbght depression of the granulations covering the fistula can be 
made which vnll cause the endolymph to flow from the fistula 
forward m the horizontal canal toward the vestibule The 
result will be the development of a very marked horizontal 
nystagmus with a quick component directed toward the affected 
side Now by reversmg the procedure and causing suction in 
the external canal an endolymph movement from the vestibule 
across the ampulla of the horizontal canal is produced and a 
nystagmus directed toward the opposite side now develops 
This is the characteristic fistula reaction No evidence of a 
fistula was detected m this case 

I made efforts to deteimme whether any function at all 
persisted in the semiorcuiar canals This was done by irriga- 
tion of the external meatus with hot and cold water The 
responses that we obtam by sudi methods where the labyrinth 
IS still intact are very characteristic with cold water irrigation 
there develops distinct rotary nystagmus, with a quick com- 
ponent directed toward the opposite side, whereas with warm 
water irrigation a rotary nystagmus develops directed now 
toward the affected side In this case no response could be 
obtained from either hot or cold water 

On September 22, 1913, under a local anesthesia I snared off 
the gianulations protruding mto the cxtemal meatus 

A very important climcal problem presented itself m this 
case Here was a patient sufienng from a chronic suppurative 
otitis media the type where the temporal bone is distmctly 
invaded, m other words, a type which does not get well spon 
taaeously and m which there is always present the possibility of 
a serious comphcation devdoping The patient was suffering 
from an acute invasion of the labyrinth An infection of the 
labyrinth from otitis media is m itself not free from danger 
A diffuse suppuration of the labyimth very frequently leads to 
an extension through the mtemal meatus and the development 
of meningLt.v®, m a. c&sthdlas The Tcolder form 

labyrmth infection, which we term ‘‘serous labyrinthitis,” 
rarely, if ever, results m a serious comphcation In tbis case 
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jt could be determined defimtel^ that the pahent «till h-d s 
remnant of the heanug function in the affected ear Tfcs feet 
was <uffiaeiit to exclude the possibih^ of a diffuse •'•^ipcstioa 
of the labj-nnth and gaA e us the diagoo'is of a serous latic 
than a purulent UbitinthiUs 

A case of chrome purulent otitis media especially of the 
type such as where the radical mastoid operation t u-di* 
cated whidi de\ clops as a complication a diffuse «qpnstioa 
of the labyrinth for an immediate operation, and the 
operation consists of the radical mastoid followed bv the exc* 
teration of the labyrinth itself A radical masto d operation 
under these orcumstance which leaaes the diffuse cppuratioa 
of the labyrinth untouched is \eTy liable to cause an ertennoa 
of the labynnth suppuration to the brain ca%n^ with a fa*al 
comphcabcrn- Cases of labynnthiUa of the milder type 
i3 cases where there ha* not beta a complete suppresses of the 
labyruth function never call (or an operation on the bbynath. 
There are two reasons for this conclusion one is that the mCder 
tvpts of labynnthiUs do not lead to an jntraaajual complica 
tion and the second u that while there is stiD funefeoa ® 
labynnth a greater or les» restoration of this function maj be 
expected after the sulwidcace of the acute reaction. 

In the case under discuss on the clmica] mdications for a 
radical mastoid eperaboo existed but an operation epou 
lahynnth itself was contraindicated. It seemed unwise to p'^ 
ceed nnmediately with the mastoid operation la the presence ol 
the acute labyrinthitis so we kept the patient m the ho=p tsl 
for ten days until the Tertigo had largely disappeared when she 
was sent home 

The patient returned on October 20th. She was «tni annoyed 
from the disturbance of equDJbnum The functional esamins 
tion of the ears disclosed the same findings as the first cJamias 
tion. There was no *pontaneous nj-stagmus but the patient 
was 'till able to bear m the affected ear The radical masto d 
(jperation was performed from which the patient made an 
uneventful recovery 

We had an opportunity of examining the patient m October 
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1917, and found that the affected ear responded readily to calonc 
stimulation This was earned out not by irrigation of the ear, 
as this might very easily set up a discharge, but by dnviug a 
stream of compressed air into the external canal The patient 
very promptly de\ eloped nystagmus, directed, with a qiuck 
component, to the opposite side The hearmg tests were of 
espeaal interest the patient not only heard the whispered 
voice — mdistmctly, of course — but was able to bear all of the 
tumng forks One pecuhar phenomenon observed in her case 
was that all of the forks below the c* were heard as a diffcrenl 
pitch than in the normal eat This is known as diplacusis, and 
when present it always indicates some trouble in the mtemal 
ear The phenomenon is produced by deposits of some sort on 
the vibratmg mechanism m the labyrinth, that is, the median 
ism which responds m sympathetic vibrations to tones from the 
esteraal air This vibrating meebamsm in the labyrinth we be 
lieve to be the membraua tectoria Different parts of this mem 
brane respond with sympathetic vibrations to tones of different 
pitch The same part must always respond to the same tone 
otherwise the patient has difficulty in iccogniamg the pitch of a 
tone Now anything which weighs down this vibrating median 
ism, as, for mstance, a hbna deposit, such as might easily happen 
in the presence of a serous labyiinthitis would cause the segment 
So weighed down to respond to a different tone than it would 
normally, and thus produce the phenomenon known as dip- 
lacusis 


CASEVL EMPY&tA OF THE ^^A 3 aLLARY SINUS 
Mr C M (Fig 213), age twenty nine, was referred to me m 
February, 1917 His complamt was purulent secretion from the 
left side of the nose, of which be has been consaous for several 
y'ears He had suffered a good deal from frontal headache m the 
region of the left frontal sums and had been advised several 
times to have an external operation on the left frontal smus 
Evammation of the nose disclosed pus oozmg out from under 
the middle (uibmal body on the left side TransiUummation 
show ed a shadow o\ er the left manllaiy but the right manllary 

VOL. »— 43 
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and both {rontal sinuses appeared clear. Irn|atioa oi the Mt 
maxillary sinus by the intiodnctjon oi a Kfflian tcbe n the 
middle meatus crashed oat a Urge amount oi (cnd-smeSiagpcs 
Imgaticm of the ieit trcmtai sum disticsed no evideoces oi 
disease 

On Febniaij’ 7th, under local anesthesia, the m'ddh to 
bznate body was remo%ed and a large opemng made mto the 
manllaiy sinus through the tmddle meatus 

The patient was seen again on February 13th, when the tdoi 
and secretion had disappeared On May 7Qi the patjcsit*^ 



Fig 213 — SfCdM zirocgb lie Uae Istml **2. 

IsMlid tody dtvilrf Openna^intit cuddle mestcs tirougb 
into tbe ibos 52 u> twui. 

3«am esamiaed when the sinus was stdl touad iree item «cre' 
tioa. In mabng the transiUuiiunabob test the shadow os'cr the 
jaaxillarj sinus still peisuted The annoyance fcom fttoul 
fceadadie had disappeared 

Th* case is espeoalh ujtCTcstiag because t>l the symptotss 
evst the bontal sinus whereas the maxdlarv sinus was the sest 
of the trouble This b not at all an uncosamon condiUon. The 
case emphasizes the importance of not stiempusg to make » 
definite diagnosis of frontal «idus miertion from the pr«s«® cf 
frontal sinus pom and the dissharge fiwn ihe nose 
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CASE VII ABSCESS OF TOE SPHENOID SINUS 
The case js that of a man aged forty eight, who consulted 
me January 15, 1918, complauung of persistence of se\ere 
frontal headache, coming on early in the morning and lasting, 
as a rule, for a couple of hours, sometimes persisting most of 
the day. The trouble developed early last October, and he does 
not recall that its development was assoaated in any way with 
nasal symptoms or symptoms of a head cold Durmg the past 
SIX i\eeks there has developed, in addition to the frontal pain, 
severe pain in the region of the occiput Neither the frontal nor 
the ©capital pam was lateraUzed The patient has not been 
able to work since the onset of this trouble He had a sailors , 
haggard look, and had an appearance which suggested serious 
illness The case had been treated as one of suspected frontal 
sums infection, although no operative measures had been car* 
ned out Inspection of the nasal passages convinced me at 
once that there was no trouble m either the frontal or maiollary 
sinuses, for the reason that there were no evidences of any 
changes whatever m the mucous membrane of the middle mea- 
tus, that is, the space lying under the middle turbmated body 
Into this space opens three of the nasal accessory sinuses, the 
maxillary, the frontal, and the anterior ethmoid cells Any 
infection of one or more of these smuses produce, as a rule very 
characteristic changes in the mucous membrane, which presents 
itself at the mouth of the middle meatus The membrane is 
swollen, edematous, congested, and usually, at least after the 
application of cocam which results m shnnkmg of the tissue, 
purulent matter appears under the middle turbmal body In 
this case there was no diSiculty in mspectmg the middle meatus 
on both sides, and on neither side was there any change whatever 
suggestmg mfection of the antenor senes of nasal smuses 
After cocamizing the membrane of the nose by means of a cotton 
applicator, using a 1 per cent solution, I soon discovered that 
On the left side there uas a su^ioous appearance of the mucous 
membrane Immg the space between the middle turbmated body 
and septum The membrane had an edematous appearance. 
Was Swollen, and e\en after prolonged application of I per cent 
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cocain solution could not be reduced so that it was possible b 
inspect this passageway This space between the nuddk to 
bmal and the septum is known as the common meatus of tie 
nose, or the olfactory space It is also sometimes refened b as 
the supenor meatus The term “supenor meatus,” however, t. 
technically applied to anotho- region more restricted After 
appljmg CDcam m the manner described abo\ e the patient was 
placsd with the head forward and allowed to remain quietl} 
for ten minutes When I saw him again I found that he had 
saturated his handkerdnef with secretion whidi had. been pour 
mg from the left side of the nose Inspection disclosed a quan 
tity of creamy pus coming down between the middle turbmal 
and the septum Skugraphs made of the head showed the 
antrums normal frontal sinuses small but no evndoice of trou 
ble in these smuses A \ery mterestmg condition was found m 
the sphenoid smus Instead of the sharply defined outlines of 
this smus, the open space was obliterated, and the outline 
shaded oS imperceptibly in the suiroundmg structures 
The man had suffered so much during the four months of h.s 
nin»s3 and was so hj'perseositne that it was hard to persuade 
him to hav'e an operaboo on the nose He was prepared by 
giving him J gram of moiphm hypodermically, with atropm, 
fifteen mmutes before time to operate The nasal passage on 
the left side was thoroughly cocainized, using a 5 per cent solu 
bon of cocam made up in 1 SOOO adreaalm solubom Pledgets 
of c»tton saturated in this solubon were pushed m between the 
middle turbinal body and the septum, and the region of the 
middle turbmal itself was treated in the same way These cot 
ton pledgets were removed at the end of ten mmutes but still 
there was by no means the complete cocainizabon which one 
gets in most cases where this method is used The operabon 
consisted m the removal of the middle turbinated body as a 
prebnimaiy step This was done by makmg an masion ^ inch 
deep along its attadiment at the antenor end. The loop of a 
inre snare was then passed ova this part of the turbinated body , 
and the whole structure drawn out of the nose, pulling it loose 
from its attachment. With a suitable nasal forceps the pos- 
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tenor hall ol the ethmoid labyrinth wis exenterated and the 
anterior wall of the sphenoid sinus freely exposed (Fig 214) 
Very httle difficulty was experienced in removing the anterior 
wall of the sphenoid sinus or a large part of this wall by means of 
a sphenoid sinus bone forceps This part of the operation 



occasioned considerable pam but the whole operation did not 
last mote than a couple of nuautes as we were not retarded 
because of any severe hemorrhage The material which escaped 
from the sphenoid smus showed inspissated white colored 
cnuably masses which suggested the appearance of the seae- 
tion which one washes out from cases of chronic otitis media 
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where a cholesteatoma is present An unusually large sphenoid 
sums was uncovered It was not found necessaiy to introduce 
any nasal packing The patient remained in the hospital for 
a couple of da >3 At the end of this tune his headaches had 
entuely disappeared No subsequent treatment was earned 
out The patient was seen again on Febniaiy 9 th Eiamina 
tion at this time disclosed no evidence of any sinus trouble. 
The pathologic conditions had entirely deared up His head 
aches had disappeared and the patient's general condition had 
again become normal 

Infection restneted to the sphenoid smus m whidi other 
nasal accessory smuses are not in\oKed is rather the exception 
One sees 3 great many cases of acute nasal infection where 
several of the nasal accessory sinuses are mvolvcd In ths case 
the disease was found in the posterior ethmoid cells as well as 
10 the sphenoid The operation for the relief of an empj'cma of 
the sphenoid ts, on the whole, less difficult than that of the 
frontal sinus, but more difficult than an intranasal operation on 
the maxillary smus The nsk of such an operation lies usually 
m failure to appreciate the anatomic surroundings If one 
attempts to break througb the antenor waU of the sphenoid 
by use of a curet there is great nsk that when one enters the 
sinus the end of the lostrumeot wiU cross the sometimes narrow 
space and break through the rather fragile upper poslcnor wall 
Such an acadent is likely to be followed m a couple of days by 
meningitis The treatment of a sphenoid smus disease severe 
enough to call for an operation is the same as that for any of 
the nasal accessory sinuses The first thing is to secure ample 
ventilation Imgations topical applications of medicated solu 
tions, etc., are entirely unnecessary Exception should be made 
however, for cases where granulations spring up around an 
openmg which has been made These granulations sometnnes 
require reduction by the use of silver nitrate solution 
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CASE vni. CHRONIC EMPYEMA OF THE MAXILLARY SINUS? 

OPERATION SEVERE HEMORRHAGE, PACKING SYSTEMIC IN 

FECnoN AND THROMBOSIS 

This Case was that of a man aged forty who consulted me in 
September, 1917, compUuung ctf symptoms of general muscular 
rheumahsm which had been annoying him for a couple of years 
He had had the tonsils removed a year and a half before and at 
the same time had an infected upper wisdom tooth on the right 
side removed This extraction had been followed by acute 
symptoms over the nght maxillary sinus with a profuse purulent 
discharge from the nose These symptoms of smus disturbance 
have never entirely disappeared 

On exainming turn I found that there u as a deep shadow over 
the nght maxillary smus but the other smuses remained dear 
The smus was punctured through the middle meatus and im 
gated The characteristic foul smeDing discharge usually foimd 
m chrome maxillary smus empyema was washed out Because 
of the chrome nature of his trouble and the fact that be was 
suffering from symptoms of a systemic infection for which no 
other actise focus was discovered it waa deaded to operate 
upon the ti^t maxiUaty smus The operation was performed 
under local anesthesia the middle turbinal body was removed 
and an openmg made m the middle meatus It is important to 
maie the opemng large enough to provide free ventilation of 
the smus In order to cure a chronic case such an opemng 
must be 3 to I mch long and from * to J inch broad In such 
an openmg there is no danger of spontaneous closing and the 
only cases of chronic emp)nna which do not appear to recover 
completely after such an operation are the exceptional cases 
where there is some necrosis of the bone One must be careful 
m operatmg not to cut too far fonvard because there would be 
risk of mjurmg the teat duct Irv this case while making an 
eflort to enlarge the opening postenorly a rather large artery 
Was mjuicd and a ^e^y profuse hemorrhage resulted A stnp 
of gauze was quickly packed in the nose but this did not suffice 
and a second effort had to be made in a few moments because 
of the persistent profuse bemonhage This gauze was tamped 
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verj finnly upward and backward toward tbe sphenoid 
cause of the profuse hemorrhage we did not nsk remo\mg the 
tampon completely the next day, but only loosened it partially 
The followmg day the entire remaining strip of gauze was 
removed The patient was quite weak from the loss of blood 
developed a temperature of 102* F , and for these reasons was 
kept m the hospital for eight daj-s No subsequent hemorrhage 
occurred while m the hospital At the end of eight daj-s the 
patient was allowed to go home, though be was still feeling 
quite weak The second day after his return while sittmg at 
the breakfast table, he erpenenced a sudden profuse hemonhage 
from the nose, which stopped in the course of twenty minutes 
spontaneously A physiaan did not reach him for a coup’e of 
hours In the meantime he had expenenced another profuse 
hemorrhage The nose was packed agam, wbch was removed 
m twelve hours Shortly after this he developed a chill and a 
temperature rangmg as ^gh as 106* F , and for a few dajs ran 
the typical septic temperature with f>»IU characteristic of throm 
bosis At the same time a swelling in the calf of the nght 
leg developed This formed into an abscess which later had to 
be opened The patient eventuaUy made a complete recover) 

I saw him the latter part of Februaiy 1915 The opening of the 
maxQlar) sinus was still present There was no discharge from 
the nose and irrigation of the sinus showed the cavit) to be 
clear from disease 

The packing of the nose after an operation for suppurating 
sinus IS to be avoided wherever possible In a case of this sort, 
where the hemorrhage was very severe, packing cannot be 
avoided The ulceration of the nose which followed the pres 
sure of the gauze was verj likely responsible for the secondary 
hemorrhage, as well as for the septic infection and thrombosis 

CASE K. FROVTAL SINUS INFECnON 

The patient is a woman of sixty two who consulted me 
October, 1917, complaining of headaches which came on daily 
and had been bothermg her for six weeks The pam was 
located definitely over the region of the left frontal smus The 
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onset of the trouble had not been preaded by the symptoms of 
a head cold, which usually precede an acute smus trouble In 
an exaimnaUon of the nose I failed to discover the shghtest 
change in the membranes about the opening of the nasofrontal 
duct which would suggest frontal sinus infection The patient 
had none of the nasal symptoms which usually go with smus 
trouble, such as inaeased unilateral nasal discharge and those 
symptoms which are associated with congestion of the mem 
branes of the nose, chiefly the symptom of nasal obstruction 
The opening of the frontal sinus mto the nose is under the middle 
turbmated body In this case the middle turbmated body was 
smaU, and we had httle difficulty m inspecting the middle 
meatus, that is, the space between the free edge of the middle 
turbmal body and the outer nasal wall It is so unusual to find 
persistence of a frontal smus trouble without local evidences m 
the membrane luung the middle meatus that I was at first 
Inclined to suspect a neuralgia of the supra orbital nerve rather 
than a true accessory sinus trouble The region of the left 
frontal smus was distinctly sensitive to pressure — a condition 
which would be found as much in a case of frontal neuralgia as 
It would m a case of frontal smus mfection In making a trans- 
lUumination test of the nasal smuses the mauharv smuses were 
shown to be quite clear and the right frontal sinus was qmte 
clear, while m the region of ibc left frontal smus there was a 
distinct shadow The tiansillununation test for accessory smus 
trouble has its limitations These limitations are more clearly 
defined m the case of the frontal smus than m that of the max 
lUaiy In most of the cases where there is no maxillary sinus 
infection the tiansillummation gives us definite information as 
accurate as does the skiagraph Wherever the light shmes 
through clearly and equally as it does in most cases of normal 
maxillary smuses there can be no doubt regardmg the condition 
of these cavities, and a skiagraph adds nothing of value m 
making the diagnosis It is only m cases where the transil- 
lumination throws a shadow on one or both sides that we are 
left m doubt Such w iieq-oentty is due tu very much 

thickened bony structures, and not to any pathologic conditions 
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in the smus In these cases the skiagraph is of assistance ss 
the X ray will show very d^nitel> when the sinuses are filled 
up with pathologic conditions In the case of the frontal smus 
transiUummation leaves us more frequently m doubt, due 
chiefly to the frequent occuiretioe of anatomic \ anahons m the 
size of this sinus After all however in most of the cases where 
there is no frontal sinus trouble the transHluinination gi\ es us an 
entirely satisfactory answer Where both sides hght up clearlj 
and equally there ran be scarcely a doubt regarding the existence 
of normal conditions The failure of the frontal sinus region to 
hght up on transillunuaation may be due to a pathologic condi 
tion in a sinus but it may also be due to either a small frontal 
sinus with thick bony walls or complete absence of a frontal 
smus The latter condition is by no means uncommon- In the 
case under discussion the transUluzaination showed a distinct 
shadow on the left side which was not present on the ngbt and 
it IS in just such cases as this that the skiagraph is of great assist 
ance The skiagraph shows at once the size of the sinuses and 
what IS more a well made skiagraph will give very accurate 
mformation as to whether the sinuses are nonnal or whether 
they are the seat of pathologic changes In this case the left 
frontal sinus was found to be a well-developed smus fully as 
large as the one on the n^t A distmct shadow m the skia 
graph over the left frontal smus showed that the smus was 
with some pathologic condition Because of the age of the 
patient and she bemg rather frafl I was very anxious to avo d 
any operative proadures I tried to reheve the retention of 
seaetion m the frontal smus by applications of I per cent 
cocam made up m 1 5000 adreoalm to the membranes lining 
the middle meatus This was repeated on four different occa 
sions durmg the month of Ivovember but at no tune did I 
succeed either m seeming drainage from the frontal sinus or in 
reheving the discomfort The patient found that by takmg 
10 to IS grams of aspuin the discomfort was made ver> much 
more bearable but bj December 1st she had reached the con 
dusion that she would prefer to have me attempt to reheve the 
condition by an mtranasal {^leration This operation I under 



STOGICAL APFZCTIONS OF NOSE, THROAT, AND EAR 683 


took under local anesthesia. Hie anterior half of the middle 
turbinated body was removed, and the anterior ethmoid cells 
cleaned out, so as to &ve us freer access to enlarge the naso- 
frontal duct (Fig. 215). I had never been able in this case to 
introduce a probe into the frwital sinu^, but after the removal of 



F»g 2iS— LaUiativaUottiwnMe Ajiteniwp»rt ol middle lurbuiaUd bod/ 
removed Bone forceps 10 positwD, removing sntenor ethmoid cells m order to 
secure better drainage from frontal sinus 


the anterior part of the middle turbinal body and exenteration 
of the anterior ethmoid cells I found no difficulty m introducuig 
a probe into the sinus With a frontal sinus rasp this opening 
was made larger Because of the bleeding I was unable to 
detect any evidence of discharge from the frontal sinus. The 
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operation had to be dme >ery quietly, as the patient was net 
strong After the operation there seemed to be lei} Iittk 
immediate relief in the discomfort m the region of the hosts! 
smus I»o effort was made to treat the case for ^me tese— 
m fact, not untO the reactions following the operaticin hsd 
completely subsided Four weeks after the operaticii I mtr> 
duced for the first time a cannula into the frontal «imj and 
washed out a quantity of thick gluej pus The relief whidi 
followed this procedure was xeij distmcL I saw the paticEt 
agam two weeks later The sj-mptoms of soreness over the 
frontal sinus had practically disappeared The sinus was m- 
gated, but do secretion washed out The shsdow on transHIo- 
mination was still quite distinct. This shadow was due to the 
thickening of the membrane lining the sinus The patient was 
seen March 1, 1918 She was quite free from sjTnptoos A 
probe could be readily pas«ed mto the frontal sinus and trans- 
Qlununation disdc«ed no trace of a shadow 

CASEZ. CHFO'JIC ABSCESS imHE TO'CSIL FOSSA FOUOffCJO 

OPERAHO'^ FOR ERDOEAnON OF IHE TO’^SES 
This case is that of a woman aged fort> fi« who gaw a 
history of long-standing tonsQ trouble consisting of recumng 
attacks of acute tonsillitis and annoj'ance from accumulation of 
cheesy plugs in the tonsil crjpts Pabent had nesff had qmns) 
sore throat The last attack of acute tonsilLtis was sesen jeais 
ago Patent has had symptoms of general muscular rheu- 
matism characterized b> soreness and stiffness of muscles, espe- 
Gallj about the «houlders and arms 'ince she was twenty j'ean 
of age. For two or three jears has had a distinct arthntE m 
the right knee, and for the past j ear has been dev eloping an 
arthntis m the ter m i n a l jomts of both little fingers The 
fgrmmal joints of all the fingers are somewhat tender and stiff, 
but onlj the little fingers show any distinct swelling 

Because of these general s>inptom5 and the conditions found 
m the ton sils the patient had bad an operation for enucleation 
of tie anesthesia October, J917 Two weeks 

after the operatjon the throat appeared to be enbrelj healed 



SURGICAL AFFECTIONS OF NOSE, THROAT, AND EAR 685 


About that lime she began to notice a swelhng m the fossa of 
the left tonsil This swelling enlarged to about the size of a 
hazelnut when it ruptured spontaneously and discharged pus 
The condition has persisted evff since although several efforts 
ha\e been made to correct it The swelling has been freely 
mased and the cavity cureted 

lodin has been also injected into the abscess cavity When 
the patient was seen by me the first of last October m the fossa 
of the left tonsil at the junction of the middle and upper thirds 
was a swelling about | inch in diameter showing only a moderate 
elevation The region about this swelling was distinctly con 
gested and by pressure pus was expressed through a small 
fistulous opening The patient states that she expenences acute 
exacerbations of this trouble when there js marked soreness m 
the throat and distinct increase m the purulent discharge In 
discussing the situation with the doctor who bad removed her 
tonsils and who had taken care of the throat subsequently be 
was under the impression that the trouble lay outside of the 
tonsil perhaps from a lymphatic gland which had become 
infected It was apparent that the correction of the difficulty 
meant a careful dissection which would remove the walls of the 
abscess cavity This was accomplished under local anesthesia 
A probe provided with hooks at the point was mtroduced mto 
the opening and the diseased tissue pulled out into the pharynx 
The diseased mass was then dissected out It was found to 
consist of a small mass of tonsil tissue which had become 
enmeshed in the scar tissue after the first operation This 
compbcation one meets with occasionally after the tonsils have 
been apparently successfully enucleated At one pomt or an 
other a fragment of Ijmphoid tissue has been overlooked and 
W’hen such fragments are left they are very prone to become 
the seat of a persisting infection and espeaally likely to cause 
sj'stemic trouble In this case the rheumatic symptoms im 
proved very markedly a month after the operation Persistent 
infection in the pharynx after removal of the fauaal tonsil is more 
often found at the lower pole where the faucial tonsil joins the 
lingual tonsil In this region there is no sharply defined demar 
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cation between the fauaal and the Imgual tonsil and for 
this reason it not infrequently happens that lymphoid tissue at 
the base of the tongue grows up and occupies the region formerly 
occupied by the lower half of the fauaal tonal Fragments of 
tonsn tissue left m this region may become the seat of a per 
sisting infection capable of causing systemic trouble For these 
reasons we take pains to remove as much of the tymphoid tissue 
as is feasible at the lower part of the tonsil at the time the 
tonsils are enucleated In spite of this precaution cases oca 
sionally present themselves where a focus of infection persists 
m this region. 

CASE XL SINGER NODDLE ON TOE VOCAL COSD 
Mr J M T , age forty four, consulted me m February, 1917, 
complai^g of hoarseness, which had been annoymg him more 



or less for se>eral years and which always became more trouble- 
some after usmg his voice He was not a professional smgEff 
but did a great deal of public speaking, and for this reasw 
suffered a good deal of inconvenience from the handicap caused 
bj hto hoarseness There were no other throat syTnptoms He 
was not subject to tonsillitis He has been a victim of bay 
fe\ er for a number of J ears At the time I saw him first he was 
suffering from an acute head cold compheated by an acute 
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infection m the nglit maailary sinus Aside {torn this the con 
ditions in the nose and phaiynx appeared normal 

In the larynx both vocal a>rds showed a shght congestion 
On the left cord there was located a soft nodule quite distinctly 
araansenbed and measuring 2 rnm m diameter This nodule 
took its ongm from the mesial aspect of the cord at about the 
junction of the middle with the anterior third (Fig 216) 

The inspection of this part of the larynx by means of the 
laryngoscopic mirror was rather difficult owing to the fact that 
a rather short frenum of the tongue made it difficult to pull the 
tongue out fotably enough to draw the epiglottis forward 
After cocamizmg the throat with 5 per cent solution of cocain 
swabbed on the surface of the soft palate and the posterior wall 
of the pharynx I succeeded by the indirect method m removing 
the nodule with a laryngeal forceps devised for this purpose 
The patient was given directions to be very cautious about 
the use of the voice for ten days 

When the patient was seen a couple of months after the 
operation the left cord was still sbgbtly thickened and more 
congested than the right, but the difficulty with the hoarseness 
had m a large measure disappeared 

CASE xn. CARCINOMA DEVELOITNO ON THE TRUE VOCAL CORD 
Mr H G D age thirty four consulted me m March 1917 
His sole complamt was that of hoarseness which began to develop 
the previous October It came on insidiously and gradually 
became more marked until sue weeks ago when without any 
recognized cause the hoarseness became very much worse It 
was not associated aith any local discomfort He had never 
beoi troubled with cough and his general health did not seem 
to be impaired The man looked robust and m good health 
In makmg an examination of the respiratorj passages the 
nasal passages on both sides were somewhat constneted as the 
result of anatomic variation The faucial tonsils were some- 
what enla.tged and showed di&Dart evidences of cbiomc infec 
tion consisting of congestion and large cheesy plugs in the 
crypts The patient gave a history of recurring attacks of acute 
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(onsiliitis Tbt postoAsaf space was nonoal Both vocal cords 
were moderately congested Ob the left %ocal cord, at ths 
junction of the middle with the postenor third, was a rather 
drcumscribed infiltration, the posterior margin of which was 
sharply defined The posterior third of the cord was nonnal m 
appearance The infiltration extended antenorly, gradually di- 
roinishing untfl it reached the anterior commissure The sur 
face of the infiltration was roughened and showed distmct 
ulcerationandwaScoveredwithjcUowishsecretiott. Themove- 
ment of the \ocal cord was not interfered with The appear 
ance of the lesion suggested rather a tuberculous process Cars 
ful examination of the chest by an internist discoi ered nothiDf 
very characteristic of a tuberculous lesion There was no expec 
toratioD of mucus, so that an examination for tubercle bacilli 
could not be made A Wassermann test was negatiw The 
patient was advised not to use the \oice 8bo%e a whisper and 
to report back for observation A general regime was adopted 
as though he were suffenog from mopient tuberculcsis Under 
this treatment the pauent gamed in weight, but the local cm 
dition m the larynx became more troublesome 

During my absence from the oty m August the paheat wM 
under the care of Dr Boot At that time there was deeded 
mffcase iQ the infiltration m the larynx, and a small section of 
the tumor was rcmo\ed and a histologic examination niade hy 
Dr A Jf Sfoody, who diagnosed lie condition as caicmooia- 
I saw the patient agam the first week in September The 
infiftration had become mucii more extensive and was caitfuig 
some dificulty m respiration The opposite \ocal cord ap- 
peared unaffected and there was no glandular mvoKement ot 
the neck The situation with the histologic findings ^ 
placed before Dr Arthur Dean Be\an, who removed the left 
half of the larynx Examination of the tissue remo' ed proved 
beyond any question the existence of a carcinoma Thepatioit 
was seen last on November Ist He was feeling well and had 
completely recovered from the operation His v oice is about as 

It was before the left half of the larjm was excised 

IS of course, too early to determine whether there will 
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be a recurrence Carcinoma, of the larynx extends very late 
to the neighboring lymphatics and for this reason removal of 
the affected part offers a belter progn<»is than m cases of car 
anoma in most regions 

CASE XHL CYSTIC nBROMA OF THE NASOPHARYNX 

Boy age fourteen whose complaint was nasal obstruction 
which had annoyed him only during the past year Was seen 
by me May 1 1917 

Examination of the nose disdosed conditions which might 
very easily be a factor m causing nasal obstruction as the sep 
turn had a pronounced ndge projectmg toward the left The 
fact that his annoyance came on only during the past year 
suggested at once some other cause since there w as no history 
of trauma which might account lor the recent development o! 
the defiected septum Deffection of the nasal septum and spurs 
of the septum are very common occurrences One might almost 
say that it is erceptional to examine a nose where there does 
not exist some irregularity of the nasal septum An irregularity 
of the septum which requires comction surgically is however 
N ery xmusual A great deal of undue importance has been given 
to the irtegulanUes of the septum both as a cause for nasal 
catarrh and as a cause for ear trouble A safe rule to follow m 
decidmg whether a deflected septum needs correction is to find 
out whether the patient is annoyed by symptoms of nasal 
obstruction which cannot be accounted for in other ways la 
this case an examination of the postnasal space disclosed the 
real cause for the symptoms of nasal obstruction The mucous 
membrane of the posterior wall of the pbarjTix was found to be 
covered with a thick tenaaous mucus and by means of a post 
nasal mirror the postnasal space was found to be occupied by a 
round mass the size of a hickory nut the surface of which had 
a distinct grayish color The growth was located somewhat 
more toward the left The rounded appearance of the growth 
and the color excluded the probabihty of a sarcomatous growth 
It was clearly not a mucous po^-p and a diagnosis of postnasal 
fibroma was made 
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toasilhtis The postnasal space was normal Both Ttxal cord, 
were moderatelj congested On the left ^ocal cord at tie 
junction of the middle with the posterior third was a ntier 
circumscribed infil tration the posterior margin of which was 

sharply defined The postenor third of the cord was noiEaln 

appearance The infiltration extended anteriorly gradually di 
mTnwhing until it reached the anterior commissure. The «ir 
face of the infil tration was roughened and showed disfcnct 
ulceratioa and was cmered with jellowishsecrctioii- Thenove- 
ment of the i ocal cord was not interfered with The appea. 
ance of the lesion suggested rather a tuberculous process. Cair- 
ful examination of the chest by an internist discosered cotL-s 
^erj characteristic of a tuberculous lesion There was no apec 
toration of mucus so that an examination for tubercle bacIH 
could not be made A Wassermann test was negatne Tk 
patient was aduTsed not to use the \oice abo\-e a whsper 
to report back for obsen-ation. A general regime was tdcptw, 
as though he were sufienng from mop ent tuberculosis 
this treatment the patient gained in weight, but the local con- 
dition in the laiy-nx became more troublesome 

Durmg mj absence from the aty m August the pabenl ^ 
under the care of Dr Boot At that time there was dead 
increase in the infiltration m the larynx and a small secfion 
the tumor was removed and a histologic examination made b> 
Dr A- M 3Iood} who diagnosed the condition as 

I saw the patient agam the first week in *^eptember Tee 
infiltration had become much more eilcnsiu’e and was causing 
some difficulty m respiration The opposite \ocal cozd aP" 
peered unaffected and there was no glandular uiA'Ohcment 
the neck. The situation with the histologic findings was 
placed before Dr Arthur Dean Beian who remcned the 1^ 
half of the larynx. Examination of the tissue remo^ ed pre^'W 
beyond any question the cnstenoe of a araaom^ The patieol 
was seen Lst on ^<n ember 1st He was feeling well and hJ 
compleld} recos ered from the operation His ^ o cc is about as 
It was before the left half of the larynx was exosed. 

It IS of coui«e too early to determine whether there wul 
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There are vanous ways of extractmg these postmsal grorths. 
One IS by mtroduang a snare through the nose In tbs case 
the growth was removed through the mouth. It was necessary 
to cocainize the soft palate and postenor wall of the phaiysi. 
A retractor for the soft palate was then placed m positsm. 
The growth was readily seized with the pcstnasal forceps and 
dragged from its attachment. It pro% ed to be a cystic fibroma. 

The hard fibromas in thtg region are occasionalty eicoua 
tered and are rather difficult to remove, and their remoial maj 
be followed by very serious hemorrhage. A case of this kin4 
on which I operated a couple of years ago, resulted m pnmaiy 
hemorrhage so severe that it was necessary to apply immediately 
a postnasal tampon 
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erne sad sattunn ticatateats, coatupnm, burns by alets 
ttVHyi buie and )(dat mjurin (330 pages on these cod* 
^[Qg fuUy kto every pcsfticaJ form of treat* 
mcBl), ctftbnl hemoRbage, tpt^ cord injuries, abdotn- 
hsl bjufies, nerve wiKk, tajurua due to compttaied air, 
trsunatie sppendiatiSi bonis, tntanatk mutosm, eye 
sad ear tests sod stsadsidt, a-iay buns, irdbcmation 
extremely importsat to the physicisB called up(» to 
testify In CompeaeatioR Law a^ Accident Jnsuraoce 
cases— 760 pages of bve practksJ mformarioD very 
preluady Oluatiated— tnfonaadoo for wbicb you wfU 0nd 
daily uae 

Iben riiia ipeediag up, tUs working to full capacity — 
full forc e ■■often overtstte, is bound to a great 
iaocaae m tbe nunber of buhisirial injuries and aca* 
dents. ‘Ibere is a great demind mw tot trained men 
vdM cu swxesBfviay treat tbeae cas ea *- w ko can auccess-' 
fully oope with tbe iocrcaaed number of such industnal 
accidents 

Dr Uoorfaead's book is new t his year'i book -^b- 
Hdied in February, itfrjHled ni Match and again ui June 
It is bring tu«f the United States Nisvy and is proving 
of great value to those pbysicieas in the esfhtory serviC4 
or prepanng for it. 

^ ftsr.its'Ws AfisitJssM £s 

Ck>Ut7 0B«- 

W. & SAUNDERS (X)i Phlhdeiphia and Londoik 


Books of Surgical Interest 


Aroarkan lUusti^ed Medical Dictionaiy 

The new (9th) editm de6fle& :oco new word^ being newer 
by one year than any other dtctionary’ on the market. War 
wortk 1^ war abbre%‘utioa» area disUnctive feature. Ed- 
ited ly W. A. NawuAK DoaLMCD, M. D. n;9 pagei, 337 
iDoa. FlenUe leather, ^5 00 net; iodeaed, $5 50 net. 

Kolmer's Immunity and Specific Theiapy 

Tlxls (the second) thorough) tcvitnl editioo includes the 


Morrow’s Technic (Diagi^Hc and Therapeutic) 
n'n. I . 


Kerims Pediatrics me kcw m xomoK 

w‘So severe **■ tbe reyincm ior this edition that the ertire 
«arfc had to be re<cL New subjects include septic vire 

lb w 

. inw » I ' ■ ■ ■ 

. . S. V ' - ■ 

. {Mil. • ■■ 

HUtory of Medidne kvlarckd 

Q^d Allbult, Cambri^e.^ Eng^d, writes ‘T am 


‘ ^ ^e ^t tffipERS CO, Philadelphia and London 




